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UNITED STATES*

!

/ NUCLEAR REGULATORY COMMISSIONd

WASHINGTON. D, C. 30856y ,

....+
February 4,1993

'

MEMORANDUM FOR: The Chairman
Comissioner Rogers
Comissioner Curtiss
Comissioner Remick
Comissioner de Planque

.

FROM: . lames M. Taylor
'xecutive Director for Operations.

SUBJECT: RESULTS OF THE NRC SENIOR MANAGEMENT MEETING
HELD JANUARY 26-28, 1993

The purpose of this memorandum is to provide the Comission with (1) a sumary
of discussions held at the January 26-28, 1993 NRC Senior Management Meeting,
(2) copies of letters to be sent to the licensees of plants on the problem

; plant list that will be discussed at the February 9,1993 Comission meeting,
and (3) copies of letters .to be sent to plants selected as good performers in

|
accordance with the pilot program described in SECY-91-103.

As the Commission is aware, hRC senior managers meet approximately biannually'

to review the performance of operating nuclear power plants licensed by the
NRC. These meetings are conducted to assure NRC is focusing its resources on

; plants and related issues of greatest safety significance.
1

Nuclear power plant performance was a major topic of discussion at this latest |

| NRC Management Meeting. A summary of the results of this discussion is |,

presented in Enclosure 1. This meeting was extended to three days to permit
discussion of major topics of interest of all NRC offices.

;

On the morning of February 5,1993, the staff will transmit by facsimile the !l
letters in Enclosure 2 to the chief executive officers of the plants in f|,

Categories 1, 2, and 3 informing them of the staff's assessment of their i

plants and of the February. 9,1993 Comission . meeting. In addition, the staff |
.

'

>1ans to telephone each of these licensees on February 5,1993 to discuss the
.

!

) asis for the conclusions made by the NRC senior managers. The time of these
notifications is provided to give licensee. management an opportunity to attend
the Comission meeting if they should so choose. Also, on February 5, the
letters in Enclosure 3 will be sent to the licensees of those 'lants |p

, identified as good performers. Enclosure 4 is a draft sumary of the
January 26-28, 1993 NRC Senior Management Meeting, and Enclosure 5 is a list
of attendees at that meeting.

'
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Please note that the information contained with this memorandum is sensitive
i and will be first discussed publicly at the February 9, 1993 Commission
' meeting.

Following the meeting, letters to licensees will be placed in the Public-

Document Room.;

,

Original Signed By:

James M. Taylor
'

James M. Taylor
| Executive Director
: for Operations
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$0UTH TEXAS PROJECT 1 and 2

i . This was the second time South Texas Project.(STP) was discussed at the slet.
! South Texas was previously. discussed at the January 1991 Smi. South Texas-

! . Project has had declining performance during the past two SALP seriods,'
stemming mainly from weaknesses in material condition and houseteeping, human,

' performance, and. organizational performance.-

I The poor material condition of the plant is attributed to: (1) the ge of the
i .equ poent, ( 1 lack of preventive maintenance of non-Technical Specification
j equ puent, ( h perceived lac! .of ownership by the Operations Department, (4)
i wea nesses w th work control, planning and scheduling, (5) design problems,
; (6)poorcraftworkmanship,(7)lackofengineeringsupport,(8)lackof
i management and supervisory visibility in the plant, and (9) insufficient

*

resources or ineffective resource allocation in the maintenance area..

: Personnel errors are attributed to: (1) inadequate procedures, (2) inattention
| to detail, (2) miscommunications, (3) lax attitude toward accomplishing work,
| and (4) inexperienced or poorly trained personnel.

i The poor material condition of the plant and the personnel errors have led to
triss, transients, engineered safety feature actuations, forced outages and

j Tectnical Specification violations. ),

1

: Over the past two years, several instances of willful violations committed by
! low-level licensee and contractor personnel were noted. Management and worker

morale appears low in some departments and the Plant Operations and Nuclear
. Training managers recently left the facility,' expressing concern to NRC about !: the management style of senior licensee management. .During several 1992 !

j events, station personnel were reluctant to utilize the corrective action
i system to document known problems, particularly affecting equipment
i maintenance, and the licensee has identified this as a generic problem area. l

The failure to initiate corrective action documents for known problems was
confirmed during a recent NRC safety team inspection. Potential causes of

j organizational performance problems include: 1 poor teamwork and l

communications and (2) ineffective self-assess (me)nt.3;
The licensee instituted an Operational Improvement Plan (0IP) to improve the;

j work environment at the facility and the availability and reliability of the
. units, but the results have been mixed. Because of these mixed results,

station performan'ce has often been cyclic over the past three years, but,
.overall, a declining performance trend has been discernible. Recently, in ai -

: supplemental response to the last SALP report, the licensee recognized
performance problems and propo~ sed corrective actions. The overall performance

'

; does not warrant placement on the NRC's watch list. However, a Diagnostic 4
; Evaluation will be conducted to further understand licensee performance.

:
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.Mr. Zack T. Pate, President
Institute of Nuclear Power Operations
700 Galleria Parkway>

Atlanta, GA 30339-5957

Dear Mr. Pate:

Enclosed for your information is a copy of the Diagnostic Evaluation Team
report for the South Texas Project Electric Generating Station. This
evaluation was initiated following discussions during the NRC senior managers
meeting in January 1993. The need for a diagnostic evaluation was based on a
perceived decline in the licensee's performance at South Texas Project. The
report documents the team's findings and conclusions, and includes discussions
of the licensee's strengths and weaknesses. .

I would be pleased to provide any clarification or further information, if
desired.

Sincerely,

i

James M. Taylor
Executive Director

for Operations

Enclosure:
Diagnostic Evaluation Team report

South Texas Project Electric Generating Station

cc w/o enc 1:
Sam Newton, INP0
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Mr. Zack T. Pate, President
' Institute of Nuclear Power Operations

700 Galleria Parkway
Atlanta, GA 30339-5957

Dear Mr. Pate:

Enclosed for your information is a copy of the Diagnostic Evaluation Team
report for the South Texas Project Electric Generating Station. This
evaluation was initiated following discussions during the NRC senior managers
meeting in January 1993. The need for a diagnostic evaluation was based on a
perceived decline in the licensees performance at South Texas Project. The
report documents the team's findings and conclusions, and includes discussions
of the licensee's strengths and weaknesses.

I would be pleased to provide any clarification or further information that
you may require.

'

Sincerely,

James M. Taylor
Executive Director

for Operations

Enclosure:
Diagnostic Evaluation Team report

South Texas Project Electric Generating Station '

cc w/o encl:
Sam Newton, INP0

Distribution w/o encl:
AE00 R/F ELJordan RLSpessard ED0 r/f MTaylor
D0A R/F DFRoss SRubin JMTaylor
File D912 CWHehl DCS JSniezek

OFFICE: RI D:DOA:AE0D DD:AE0D D:AEOD ED0
,

NAME: CWHehl RLSpessard DFRoss ELJordan JMTaylor

DATE: 06/ /93ms 06/ /93 06/ /93 06/ /93 06/ /93
0FFICIAL RECORD COPY H:PATE.STP
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The Honorable Ann W. Richards4

Governor of Texas
Austin, Texas 78771

i

|
Dear Governor Richards: |

I appreciate the interest that you have expressed about the NRC's ongoing
Diagnostic Evaluation of the South Texas Project. The Diagnostic Evaluation i

'

will provide an independent assessment of HL&P's performance at South Texas,
and the results of this effort will supplement information from the NRC's 1

Systematic Assessment of Licensee Performance (SALP) and Performance Indicator
'

programs, and other assessment data.

The NRC's decision to conduct a Diagnostic Evaluation at South Texas resulted
from a January 1993 meeting of NRC senior managers, where a detailed review of
the regulatory and operational performance history of the South Texas Project,
as well as other licensed auclear facilities, was conducted. During these
discussions, it was concluded that additional information regarding South
Texas would be needed for NRC senior management to more fully evaluate overall
plant performance.

At this juncture the Diagnostic Evaluation Team (DET) has completed the
initial two weeks of its onsite evaluation work and two weeks of additional
evaluation work away from the site. It will complete the last part of the
onsite evaluation work during April 26-30, 1993. The team's plan calls for
the DET Report to be issued in mid-June 1993. Thus, the DET results will be
available for consideration by NRC senior management when they meet again in ,

June 1993. At that time, they will review the regulatory and operational I
performance history of South Texas, as well as other licensed nuclear
facilities. As with the NRC's normal inspection practices, should the team
identify an issue of immediate safety concern it would be promptly handled by
the NRC Region IV Office.

On April 7, 1993, during the initial onsite evaluation period, the DET manager
met with the City of Austin Utility Council and provided an overview of the
Diagnostic Evaluation process and the team's evaluation plan. At this
meeting, he indicated that the NRC would conduct a public meeting in the
vicinity of the South Texas Project to discuss the team's results after
issuance of their report.

|

1

'

}.

"""

|

I



_ _ . _ _ . _ _ . . _ _ _ _ _ _ . . _ - - . _ _ _ . . _ - . ..

P.
's

e

f -2- |
; 1

J

! We will, of course, provide you with a copy of the South Texas DET Report and
will inform Roger Mulder and Susan Rieff of your staff of our plans for the
public meeting when they are finalized.

Sincerely,

Ivan Selin

4
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We will, of course, provide you with a copy of the South Texas DET Report and
will inform Roger Mulder and Susan Rieff of your staff of our plans for the
public meeting when they are finalized.

Sincerely,

i

Ivan Selin
,

DISTRIBUTION:
JTaylor, EDO
JSniezek, ED0
MTaylor, EDO
HThompson, ED0
JBlaha, ED0'

EJordan, AE004

TEMurley, NRR
JMilhoan, RIV
CKamtrerer, OSP
Dross, AE0D

'
RLSpessard, AE00 |.

SRubin, AE00 4

HBailey, AE0D |

ED0 8795
AE00 R/F I

DOA R/F 1

AE00 93-32 |
- SECY (CRC-93-0323)

|
|

|

|
*See previous concurrence |

l

0FFICE: D:00A:AE0D AE00:DD AE0D:D ED0 EDO;

NAME: LSpessard* Dross EJordan JSniezek JTaylor

0FFICE: C:NRC
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; CROSS REFERENCE
| OF
! NRC DIAGNOSTIC EVALUATION TEAM
! REPORT ON STP
|' To
i STP BUSINESS PLAN
| AND

HL&P OPERATIONAL READINESS PLAN;
.

I

!
:

!

i
:

!

!
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( INTRODUCTION ..

The Business Plan and the Operational Readiness Plan (ORP) provide STP's response
to the root causes and specific findings and observations contained in the NRC's
Diagnostic Evaluation Team (DET) Report of June 10,1993. The following matrix shows
which Business Plan and ORP elements address the various DET Report findings and
observations. References to the Business Plan are by Focus Area Initiative Action Plan
number designations (example: C5.1) and to the ORP by section and paragraph
designations (example: V.B.1.a) and by the Action Summary designations (example: ,

IORP 51). As illustrated by the matrix all of the DET findings have been or are being
addressed. Following the matrix are indexes for the Business Plan Focus Area Action
Plans and for the ORP section headings,

.

I
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NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION DER ACTION ORP,

( PG. PLAN

2.1.1 Marginal Staffing for Scope of Reeponelbility Operations

i a. The shift supervisor spent the majority of his time performing a number of 6 C 5.1 C 5.2 V.8.1.a
i administrative duties, including reviewing work packages for work start sumonty D 1.1 D 5.1 V.8.1.b
. and again at closeout for post maintenance test adequacy. D 5.2 05.4 V.8.2.b
! D 5.5 F6.1 ORP 51,52
!
j b. The team confirmed through interviews that there was a heavy administrative 6 C 5.1 C 5.2 V.8.1.b
i burden placed on the shift supervisors during power operation. This situation D 1.1 D 4.2 ORP 51,52

{ was exacerbated during refueling outages D 4.3 D 5.1
D 5.2 0 5.34

} D 5.4 D 5.5

) c. Addstionally, the team observed that the shift supennsor was routineiy involved in 6 C 5.1 C 5.2 Not Apphcable
'

providing the maintenance craft personnel with general information, such as plant D 1.1 D 4.2
status and schedules, that could have been obtained elsewhere. D 4.3 05.1

D 5.2 D 5.3
D 5.4 0 5.5

l
j d. The surveillan.a test program was also a significant resourca burden on the 6 C 5.1 C 5.2 V.B.1.a

control room staff in general and the SROs in particular. Each unit has three- D 1.1 0 4.2 V.B.1.b
i trains of safety equipment, thus adding a third more surveillance than the D 4.3 D 5.1 ORP 51,52
j conventional two train design. D 5.2 D 5.3
>

D 5.4 D 5.5
D 6.1 D 6.2

! e. Operations, in lieu of the instrumentation and control department, conducted the 6 C 5.1 C 5.2 Not Applicable j
j solid state protection system (SSPS) logic surveillance that essentielty consumed D 4.2 D 4.3 i

! i the entire control room staff. Shift supervisors stated that during these tests, it D 5.1 05.2 |

was sometimes necessary for them to become directly involved in collecting test D 5.3 D 5.4 i<

! data. D 5.5 0 6.1
} D 6.2

; i. In addition, with the implementation of the reactor trip reduction program, SROs 6 C 5.1 C 5.2 V.B.1.b I

! were expected to assume a more active oversight role during certain critical D 4.3 D 5.1 ORP 51,52
i surveillance. This program was a good initiative, but was implemented without D 5.2 D 5.3
$ regard to the accompanying resource burden. D 5.4 );

<

j g. The work control program, including post maintenance testing (PMT) and 6 D 1.1 D 2.1 V.B.1.b i

! equipment clearance orders, had evolved to become cumbersome and labor D 5.1 D 5.2 V.C.7
j intensive D 5.3 D 5.4 V.B.2.b

,

'

F 6.1 ORP 67 l

h. The limited operational experience throughout the site organization placed an 6 A 2.1 C 5.1 V.A.3 {
*

excessive reliance on the shift supervisor to screen work packages for safety C 5.2 D 4.2 V.B.1.b 1
impact and selection of appropriate PMT. D 4.3 D 5.1 ORP 49

'

'
D 5.2 D 5.3

! D 5.4 F 6.1
:

i L The three train design requirements and the history of material condition 7 D 5.1 D 5.2 Ill.8.1'

problems frequently prompted the control room staff to cause the plant to enter D 5.4 D 6.1 lit.C.3
j hmiting conditions for operation (LCO). . On the basis of a request by the team, D 6.2 111. 8

the licensee performed a survey and concluded the plant entered LCOs at a rate ORP 13,14,
greater than four times that of similar facilities. 22,23

J. The licensee further strained staffing levels for the non licensed reactor plant 7 C 5.1 C 5.2 V.B.1.sJ

j operators (RPOs) by implementing 12-hour shifts without margin above the D 5.2 D 5.3 ORP 51,52
) administrative staffing limit of 4 each shift. Thus, any delay in an RPO reporting D 5.4
'

to work resulted in holding one of the Onshift RPOs over past the normal 12 hour
| shift and therefore, on occasion, exceeding the technical specification (TS)

overtime guidelines.
,

|

!
l motT naAuguesuwwAmcosauTx etsewnseriesoom Pe081!
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NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION . DER ACTION ORP
4

PG. PLAN
; I
| k. The RPOs were significantly affected by degraded equipment and balance of 7 05.2 D 5.4 til.B

D 5.5 F 1.1 Ill.C
]plant workarounds.; F 3.1 ORP 13,14,

i 19 - 21,
!

'

,

24 25'

)
1. RPO jogkeeping rounds were being conducted on an expedited basis to 7 A 1.1 C 5.1 Not Applicable

C 5.2 0 5.1
i accommodated management's expectation to keep work moving. Numerous

j examples of frayed insulation and oil leaks were left unchallenged by the RPOs. D 5.2 D 5.3 |
-

D 5.4 D 5.5 |

l
| m. The shortage of RPOs resulted from the decisions management made ... to 7 C 5.1 C 5.2 V.B.1.a

D 4.1 D 4.2 ORP 51,52
j reduce the operator training pipeline size and frequency, as well as to staff an

D 4.3 D 5.2operations support activity with reactor operators (RO) and RPOs in lieu of;

D 5.4 D 5.5' outside rentractors.
,

n. Add #tionally, management recently decided to relax the standards for staffing a 7 C 5.1 C 5.2 V.B.1.s

j crew to allow the use of apprentice RPOs as long as there were qualsfied at their D 4.1 D 4.2 ORP 51,52,

1 specific watchstations. These management decisions could continue to impact O 4.3 D 5.2
D 5.3 D 5.5

3 plant performance because of the need to utilize seasoned RPOs to fill the
! upcoming reactor operator license class, thus further reduct.g the skill level of
1 the remaining RPOs in the field,
i-

o. The additional workload associated with the dual unit outages had forced the 7 C 5.1 C 5.2 Not Applicable

licensee to defer operator training and reduce the shift rotation from five to four D 4.1 0 4.2
1

; crev.s. Personnel from the extra crew that would normally be in training were D 4.3 D 5.2 ,

j dispersed into remaining crews to support the outages. Trainina personnel D 5.4 )

i stated the proposed schedule to resume training would reduce the accpe of
<

4 f requalification training to include only the minimum required subjects.

p. In addition, the licensee had suspended on.the. job RPO training since Fecmte,r 7 C 5.1 C 5.2 Not Applicable
'\I

18,1993, to correct performance issues relating to the role of the evaluators. An D 4.1 D 4.2,
'

j attempt to retrain evaluators, both in an initial one day class and subsequent D 4.3 D 5.2

series of classes, failed in part because operations could not divert individuals D 5.4 D 5.5
|
I away from their plant duties to attend.
!
I q. The team reviewed the staffing requirements to mitigate a resource-intensive 8 C 5.1 C 5.2 V.B.1 a

j accident (reactor shutdown outside the control room) and concluded that the D 5.2 D 5.4 ORP 51,52

i existing staffmg would be significantly strained to hande such a scenario.

I Operations
j 2.1.2 Poor Support to Operatione
'

l

j a. Absence of permanently-installed flow measuring devices required the use of 8 A 4.1 A 4.2 Ill.D.8

j temporary test instrumentation to support routine pump flow surveillance in D 5.2 F 3.1 ORP 37 39

: safety-related systems such as the essential chilled water, auxiliary feedwater,
I RHR, and spent fuel cooling systems. Extended surveillance setup times had

been necessary to obtain accurate and meaningful surveillance results.
.

! b. Numerous Target Rock solenoid valves (SOVs) exhbited probioma due in part to P A 4.1 A 4.2 lit.D.6

) installation in high temperature applications. Some of the problems resulted in F 3.1 ORP 35

the SOVs being out of their required position or without proper remote indication.
O erators obtained local readmgs and measurements to compensate for these'

| inadequacies and performed contingency actions to operate these valves
f property. Systems where these SOVs were installed included the pnmary

aample system the steam generator buk water sample system, the chemical
'

volume and control system, and the reactor vessel head vent system.

!

|

!
,

I
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NRC DIAGNO'STIC EVALUATION TEAM REPORT OBSERVATION DER ACTION ORP .

PG. PLAN |
|

) c. Numerous automatic controls, such as temperature control valves (TCVs), had 8 A 4.1 A 4.2 lil.D.5

j been inoperable for a significant penod of time. Examples included the TCVs in D 5.2 F 3.1 ORP 34

BOP lube oil coolers, the seal oil coolers, and the hydrogen coolers on the1

turbine generator. These TCVs were oversized and had to be manually throttled,i

along with the associated bypass valves, in order to control cooling for the
various systems.

|
d. The information Resources Organization supplied the operat4ns staff with 9 D 3.3 D 3.5 V.B.1.b (4)

.
programs, such as a TS Acbon Statement Program, which it could not use D 3.6 D 3.7 ORP55

| because they did not perform the required taska and were difficult to use. As a D 3.8 D 3.9
,

'

; result, operations developed an intemal network of computer information systems

! and software programs that sided in performing such functions as work control,
j equipment clearances, and reactor coolant system leek rate calculations [also |

'

| operability traciung). ... These systems were initially developed without
appropriate quality assurance controls and procedural guidance The teamj
reviewed the licensee's actions to date and found these computer systems still

i lacked quakty controls regarding software development and utilization.

e. The licensee had not aggressively pursued TS revisions to resolve the numerous g D 6.1 D 6.2 Not Applicable '

inconsistencies within the TS at STP. The licensee has written approximately

|
150 technical specification interpretations (TSis) and clarif. cations (TSCs) to help |

,

| clarify some of these TS inconsistencies. |

!
i

1 2.1J Confusing and Conflicting Management Expectations Operations ;

a. Management has sont confusing and conflicting guidance to the control room 9 A 1.1 B 3.1 V.C.9

| staff through numerous memoranda without soliciting input from the first line 10 D 2.1 0 5.4

j supervisors. Some of this guidance consisted of the implementation of D 5.5 06.1

| | operations policies and standards and other informal guidance Many of those D 6.2 D 8.1

informal memoranda were revisions or changes that sometimes contradseted;

|
earlier memoranda. . The licensee attempted to consolidate their wntten

i guidance to the control rooms into a ' Plant Policies and Procedu os Manual'.

|
This effort appeared to have been hampered by the inability of the licensee to
determine the extent and subject matter of the memoranda that had been issued. j;

! b. Program and pokey implementation was ineffective, in part, because of a lack of 10 A 1.1 B 3.1 Not Applicable f

| operations perspective and middle management involvement. . . The reactor trip D 2.1 D 5.1 |
prevention program was implemented without being explained sufficiently to be D 5.2 0 5.3 1

;

! uniformly understood and accepted. Management's desire to reduce trips by D 5.4 0 5.5
defemog more work to the outage, while at the same time not providing

| additional resources or extendvig the outage duration, appeared as a conflicting
message to the control room staffs,'

\

! 2.1.4 inconalstent Operator Performance Operations i

(
1

a. No SRO was M the Unit 2 control room for a short period of time because the 11 C 5.1 C 5.2 Not Applicable |'

j unit supervisor left the control room to participate in a surveillance activity. The D 4.1 D 4.2 ]
Sconsee determined the root cause to have been a lack of self.venfication and D 4.3 D 5.4

'

4

deficiencies in management guidance regarding command and control. D 5.5 |

] Contributing factors included the rotative inexperience of the SROs involved, shift
i rotation, and competing tasks that called the unit supennsors out of the control |

j room.

b. An inadvertent boron dilution event occurred while the operators attempted to 11 C 5.1 C 5.2 Not Appl ~ cable

borate the reactor coolant system. The licensee determined that the event was D 4.1 D 4.2

caused by a deficient understanding of the system operation during shutdown D 4.3

l conditions. However, other contributing factors mentioned in the licensee's

| assessment included and inadequate shift tumover, insufficient crew experience,

j and the inability of personnel to property focus on a specified task.

;

mortjawauspuwenammeemarrx tensesWennescem Page 3
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NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION DER ACTION ORP
PG. PLAN

(1

c. During a periodic survemance of the ECW system, the operator who was 11 C 5.1 C 5.2 V.B.2.d
*

4 performing the local valve manipulation had to leave the area to locate a valve D 4.1 D 4.2

lock key so he could throttle flow to heat exchanger. When he retumed, he D 4.3 D 5.2

throttled the valve to the wrong heat exchanger h a dWforent train. The licensee;
determined that the event resul,ed in part from inadequate self verification. The'

licensee stated that a contributor to the event was the insufficient number of
j personnel available to perfr"m the evolution. SROs who have performed this
j survosance in the past stated to the team that generaHy, four RPOs are required

j to perform this surveillance, although the survosanos could have been performed
j efhciently with three RPOs. In this case, only two RPOs performed this
! surveillance which made it difficult to focus on the required specific tasks. The

three remaining RPOs on shift at the time were not available because they were
,

! performing other duties.
1

j d. Weaknesses in the PMT program, such as difficulties in understanding the PMT 12 D 1.1 D 2.1 V.C.7

reference manual, have resulted in confusion and differing interpretations by the D 4.2 D 4.3 ORP 87
3 various users. As a result, the PMT recommendations from the planners were F 6.1'

often very broad and vague. This contributed to the performance of incorrect
i post-maintenance testing following painting activities on SDG 13.

I a. Poor procedures contributed to two occasions in which an RHR pump tripped on 12 0 2.1 D 4.2 Not Applicable

; low flow. One of these inps occurred during a reactor cavity draindown. D 4.3

!

i f. An operating crew shifted from charging pump 18, which was operable, to 12 01.1 D 4.2 Not Applicable
D 4.3 D 5.5

| charging pump 1 A. which was inoperable, because they did not thoroughly
; review a work package for closure, in this case, two maintenance groups were

performing work activities associated with pump 1 A. One group had completeda

its work and had sent its package to the control room, the other had not. There
i ( was no easy way to determine the status of work being performed.'

) g. The team generally agreed with the licensee's assessment that there were two 12 C 5.1 C 5.2 V.B.2 d

fundamental factors for the events in 1992 and early 1993: (1) personal D 1.1 0 2.1

|
accountability and responsibility needed to be emphasized, stressing self- E 2.1 E 3.1

vonfication and attention to detail and (2) organizational and programmatic
support had to be strengthened to enhance the clarity of written guidance, oral,

| bnefings and instructions, equipment design and labeling, and repetitive task
assignments. However, the team considered that work schedule, work practicos
and staffing issues have also been significant contributors to past events. These

,

were only recently being considered as contributory causes by the licensee.

2.1.5 Ineffective Problem identification and Resolution Operations

a. The procedure for performing the operations'self-assessment program appeared 12 0 4.3 E 2.1 Not Applicable

to provide a good, detailed methodology. However, in implementing this E 3.1
j

i procedure, the operations staff performed shallow assessments that were
i relatively ineffective in identifying program weaknesses

b. Evaluations of operational events, both by operations and other organizations, 13 E 1.1 E 1.2 V.C.1

were of lirnited depth and did not always consider the broader implications and E 1.3 E 1.4 ORP 78
E 2.1

,

Impset on the plant.

c. In followup to a Unit 1 inverter trip on March 29,1993, the corrective actions 13 E 1.1 E 1.2 V.C.1

| group (CAG) focused on several narrow elements of the event such as the RPO E 1.3 E1.4 ORP 78,

energizing the cabinet without a procedure in hand. However, the CAG did not E 2.1'

address other generic aspects of the event, such as the adequacy of the
: recovery actions and the RHR system controis automatically swapping to the

remote shutdown panel.
,

e
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f
d. Two performance problems reviewed by the team concemed the retum of 13 D 1.1 D 5.2 V.B.2.d

!
essential chiller 21 A to service without proper paperwork being completed and D 5.5 E 1.1 V.C.1 l

j failed to verify control rod position between digital rod position hdication and E12 E 1.3 ORP 78

i demand position. The operations staff determined that he root causes were E 1.4 |

| Inattention to detail and human performance problems, i=;+fdj.

|
Recommended corrective actions focused on counseling me indviduals or |

issuing memoranda to the operators. However, the more fundamental aspects cf ;

1 '

j these events, including weaknesses in the work control process and distractions
' in the control room, were not persued. Discussions with applicable operations

| personnel indicated that they were aware that more fundamentalissues existed,
j but did not have the time or charter to pursue further.

| e. The two SPR coordinators on the operations staff were responsble for 13 C 5.1 C 5.2 V.C.1 |

|
performing 8 to 10 OER and 20 to 30 SPR reviews a month. These indiv6 duals D 5.2 D 5.3 ORP 78 ,

spent large amounts of overtime to complete the sizable workload as the volume D 5.4 E 1.1;
E 1.2 E 1.3j of SPRs continued to grow.
E 1.4 E 4.1

)

f. Management support to correct program and component problems was not 13 A 1.1 A 4.1 Not Applicable

always effective. This was evidenced by managemert deferral of corrective A 4.2 C 4.1

j action proposals to fix several longstanding problems. D 5.5 E 1.1
E 1.2 E 1.3

; E 1.4 ,
1

g. The operators continually faced challenges such as poor plant labeling, ... Poor 13 See ORP V.C.2

component labels contributed to numerous plant transients and other events in ORP 79,80

i response to a 1991 NRC concom, the licensee stated that a labeling
4 improvement program was being implemented, and committed to reconsider the |
| | direction and schedule for the program. ... At the end of the evaluation (DE) the
i licensee informed the team that it was again reviewing the prioritization of the

| plant labeling upgrade.

I h. The operators continually faced challenges such as a weak locked valve 13 See ORP V.C.3
4

ORP 81
i program.
4

| 1. The operators continually faced challenges such as difficulty in controlling plant 13 F 1.1 F 3.1 Not Applicable
' cooldown after a reactor trip. F 4.1
t
| j. Additionalty, to reduce waterhammer in the auxiliary feedwater (AFW) system, 13 A 4.1 A 4.2 Not Applicable

! the operators had to control AFW flow to the steam generators with a stop check D 5.5 F 3.1

| valve. Management did not property address this problem until after the thermal
j cycles on the steam generator from this method of flow control became an issue,

i 2.2.1 ineffective Corrective Maintenance Maintenance and Testing f
i

;

j a. The licensee had established a program to determine the root cause of events 15 D 5.2 E 1.1 V.C.1

arid major equipment failures but the identification and evaluation of maintenance E 1.2 E 1.3 ORP 78!

{ issues did not always occur. E 1.4 E 2.1
F 3.1

<

| b. Though the procedures in many cases did not help alert workers to potential 15 D 2.1 D 4.2 V.B.2.s

problems, a wel trained, qualified, attentive woridorce could have st+u:'#/ D 4.3 E 3.1 V.B.2.e!

: completed the tasks. ORP 80

|
t

h

!

|

|
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1 c. A feedwater isolation bypass velve (a containment isolahon valve) was found 15 E 1.1 E 1.2 Not Appicable *

1 partiany open for over a year. Maintenance had been performed on the valve to E 1.3 E 1.4

| correct a failure to get a closed indication light in the control room. Maintenance

{ personnel stroked the valve several times and then ad|usted the closed limit
1

j switch to bring in the closed light without confirming the actual position of the
valve. Frve months later the leensee issued another SR to correct an apparent'

; discrepancy between the control room indication and the local posibon indication.

! However, the potential safety significance of this condition was not property
i recognized and the SR was worked six months later. At that time maintenance
j personnel determined the valve was only going 75% cioeed.

d. Stan6y diesel generator (SDG) injector pump hold down studs failed on nine 15 E 1.1 E 1.2 V.C.1

.

separate occasions. The root cause analysis was shaNow and corrective actions E 1.3 E 1.4 ORP 78

j were insufficient to preclude recurrence The licensee did not perform a more E 2.1 E 4.2

3
detailed analysis of the stud failures until the team became involved F 3.1

1

j e. A SDG jacket water leak took four attempts to correct. The first two repair efforts 16 D 4.2 D 4.3 V.B.2.e

: were unsuccessful because maintenance personnel instatied the wrong size of E 2.1 E 3.1 ORP60

gasket in a third repair attempt, the gaskets were made on site with material not F 5.1 F 5.3
;
; suited for tha' application.
3

i f. Corrective matntenance performed on the high head safety injection (HHSI) 16 D 4.2 D 4.3 Not Appicable

| pump damaged the motor when too much oil was added. The oil level sight D 5.5 F 5.2

1 glass was reinstalled upside down resulting in a higher level mark on the sight ,

'

glass. The procedure specified 11 quarts as the capacity of the bearing
,

reservoir. Due to the unrecognized reversed level sight glass, maintenance
j personnel added 20 quarts of oil to obtain the level mark on the sight glass. The
! result was oil intrusion into the motor windings.

f g. Repeatedly, the overspeed trip tappet of a turbine driven auxiliary feedwater 16 0 4.2 E 1.1 Not Appecable
:

] pump (TDAFWP) did not retum to its normal poastion after a manual or E 1.2 E 1.3

|
overspeed trip. The initial corrective action involved removing a sticky tar like E 1.4 E 2.1

substance from the tappet and the upper turbine housing. Personnel did not F 3.1
j determine the cause of the tar like substance and took no action to preclude its-

! recurrence Approximately six months later the tappet stuck again in its tripped
position when the turbine was manually tripped

,

1

|
h. In 198g, the windings of a motor. operated valve, critical in establishing hot leg 16 D 4.2 E 1.1 V.C.1

:
recirculation following a LOCA, electrically shorted rendenng the valve E 1.2 E 1.3 ORP 78

inoperable. The licensee performed an inadequate root cause analysis and did E 1.4 E 2.1
|

! not rectify the problem. In 1993, the windmgs shorted again rendering the valve F 3.1

|
inoperable.

L in August of 1992, tha licensee discovered that seismic hold down screws in the 16 C 5.1 C 5.2 Not Appicable ;
;

; Qualified Display Processing System (QDPS) card rocks were missing but did D 4.2 E 1.1

| not issue an SR to replace the missing screws for four months. The team noted E 1.2 E 1.3

|
that the SR had not been implemented or evaluated for operability. At the E 2.1 F 1.1

request of the team sie licensee evaluated the situation. Consequently, ODPSi

i was dociated inoperabio affecting both units.

j j. The steam generator primary side access covers on Unit had 1 known leak for 16 A 4.1 A 4.2 Not Appecable

| two and a half years prior to being repaired. On four separate occasions C 5.1 C 5.2

licensee personnel noted the leaks, however, corrective action was not E 1.1 E 1.2
i

implemented. These leaks existed through two refueEng outages. While E 1.3 F 1.1'

numerous SRs were written for repairs, confusion concoming the status of the

|
SRs resulted in the repair efforts not being performed.

I

i

|

|
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k. Failure to assess the safety impact of a steam leak and property prioritize the 16 E 1.1 E 1.2 Not Applicable

repair effort resuhod in an inoperable steam generator power operated relief E 1.3 E 1.4

valve (PORV). The steam was impenging on the PORY actuator but was not F3.1
;

immediately repaired. Having observed previous faGures of the FWlVs, caused4

; by degraded hydraulic fluid, the licensee know that subjecting hydraulic fluid to

| high temperatures would cause it to degrade. Eventually, the ou degraded
j preventing the PORV from operating, and it was declared inoperable. After
j repair efforts failed, the licensee entered and 8-day forced maintenance outage.

L There was a large maintenance bacidog of security system components such as 17 E 1.1 E1.2 lil.B
.

rusted camera base plates, water in manholes, broken doors, and degraded E 1.3 E 1.4 ORP 13 21
intrusion detection systems. An average of 13 officers, each working 12 hour E 2.1 F 1.1

3

shifts were being scheduled to compensate for long term maintenance issues. F3.1*

m. A number of components in the inservice test program were in the alert and 17 C 5.1 C 5.2 lil.D.74

} failed condition. Seven had been in the alert condition since 1989 without E 1.1 E 1.2 ORP 36,85,
! effective corrective action taken. Eleven components had been in the alert range E 1.3 E 1.4 86

before failing and being declared inoperable. Also, the increased testing F 1.1 F 3.1

; frequency for items in the alert range from quarterty to monthly resulted in F 4.1
i

another burden on operators to accomplish testing.

! 2.2.2 Less than Fully Effective Preventative Maintenance Program Maintenance and Testing
i
i a. In developing the initial PM program before plant licensing, the licensee identified 17 F 4.2 V.C.4

approximately 33,000 PM tasks. In the late 1980's the licensee revise the ORP 82,83
i program to include approximately 11,000 * active' tasks,12,000 * inactive * (no 1

| longer scheduled) tasks, and the remaining tasks either cancelled or superseded |
} The hcensee selected the inactive tasks based on 'importance factors: that had
1 | been assigned to the individual PM activities when they were developed. After
I the 'importance factors' screening the only review performed to determine which
. individual PM tasks would be classified as inactive or active, was a non-technical
I one by maintenance personnel. As a result of not performing these inactive PM
| tasks, ..., preventable events, equipment failures, and instances of poor

assurance of operability (mostly dealing with instrument calibration) occurred.
;

| b. Appropnate PM tasks were not developed or included in the PM program for 18 F 4.2 V.C.4

! some important equipment in the SDGs and support systems. Relay failures in ORP 82,83
| the voltage-regulating circuit caused inoperable SOGs on two different occasions.
! The relays had never been replaced nor scheduled to be replaced. Main control
I board meters used during SDG testing and SDG monitoring were not in the PM
i program and had not been calibrated since startup, in reviewing the issue of
! noncalibrated SOG meters the licensee identified approximately 150 additional

main control board instruments the were not in the PM program. Some of thesei

l instruments monitored important parameters for the 125 VDC batteries and the
! battery chargers.

I c. Incomplete or incorrect PM procedures resulted in poor equipment performance. 18 D 2.1 F 4.2 V.C.4
Examples of equipment failures, malfunctions or inoperable equipment resulting ORP 82,83
from procedural deficiencies were: 1) Repeated examples of 13.8 KV breakers

J failing to cycle due to inadequate PM lubrication instructions; 2) An ESF
actuation from an improperty (alibrated emergency coohng water transmitter,

i because the PM hatructHm did not specify the type of M&TE equipment to be
used. The improperty calibrated transmitter contributed to the ESF actuation;'

and 3) Two relief velves having incorrect setpoints because the PM procedures
5.pecified the wrong setpomt.

! d. The method for improving the PM program involved the use of PM ' feedback * 18 D 1.1 F 4.2 li'.C.2
! forms to identify errors and refinements for incorporation into the program. F 5.1 F 7.1 ORP 24,

However, since 1991 a large backlog of PM feedback forms had accumulated.
j in 1992 over 2500 feedback forms were not processed on schedule. As of April,

1993 the backlog of unprocessed PM feedback forms was approximately 5800.'

| Recently, the licensee added personnel to address this large backlog.

i
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i' Maintenance and Testing

| 2.2.3 Maintenance Training Deficioneios
18 D 4.1 D 4.2 V,8.2.e

!
s. In mid-1992, an industry organization determined the licensee's basic D 4.3 ORP 60

, maintenance craft skills training program was deficient. In response the licensee;
established a recertification testing program for joumeyman in the three
disciphnes To allow continuation of work, craft qualification matrices were

.

.' established. Each matrix hated indnr6 dual craftsmen and the tasks in which they
were currently 'quahfied,'such as breaker maintenance To compensate for a

!

j lack of ' qualified' indnnduals, a supervisor or quahfied joumeyman continuously
observed the work of the unqualified p.i.wr,r,& .

| 19 D 2.1 D 4.1 111.D.3
,

b. The training for molded case circuit breakers did not include the correct method D 4.2 D 4.3 V.B.2.e| for determining the breaker settings based on the values (amperes) provided in ORP60 f
the setpomt document. This lack of training and the complex procedural ;'

instructions for determining the breaker settings resulted in incorrect breaker
settings rendering seven safety-related compr,r,sats ir+;+t2=

19 D 4.1 04.2 V.8.2.e l

c. ISC technicians introduced air into essential chillers and flooded a control panel D 4.3 ORP 60 |
with oil due to a lack of understanding of how the chillers function under vacuum. ;

This contnbuted to degraded equipment performece and hek of equipmentI

! operability,
19 D 2.1 D 4.1 V.B.2.s

i d. Craft personnel were not trained on the need to expeditiously place battery D 4.2 D 4.3 ORP 60|
chargers into service after performing discharge testing of 125 VOC station

| batteries. This lack of training and omission from the testing procedure of thisj
cnbcal element of battery testing could have resulted in permanent damage to

,
the station batteries.

19 04.1 D 4.2 V.8.2.ei

j |
o. Beyond the basic skills training deficiencies, the licensee identified that training in D 4.3 ORP 60

specialized skill did not match the necessary tasks to be performed.
19 D 4.1 D 4.2 lil.D.1

| f. The Mechanical maintenance staff was not trained to maintain the TDAFWP D 4.3 V.B.2.e
i govemor or the TDAFWP overspeed trip mechanism. This contributed to the ORP 29,60

numerous unsuccessful attempts to resolve pivuems on the TDAFWP.
| 19 0 4.1 D 4.2 V.8.2.e

g. Training for reactor coolant pump motors was based on a generic 2000i D 4.3 ORP 60
horsepower motor and did not include the unique features of these motors.'

19 D 4.1 D 4.2 V.B.2.e
i h. Training on the SOGs did not include the govemor or voltage regulator.j D 4.3 ORP 60
f

19 D 4.1 D 4.2 V.8.2.e
L l&C technicians assagned to work on the security system were not trained on

| D 4.3 ORP60
certain aspects of that system. Three of the thre designated technicians had not

!

? received specific secunty system related training and the other technician
received only lirnited training.

Maintenance and Testing
! 2.2.4 Deficiencies in the Replacement Parts Program
1 19 03.3 D 5.2 V.C.8
!

a. The lack of parts caused safety-related equipment to remain inoperable sad
20 D 5.4 ORP 88,89

degraded the performance of equipment important to safety. The lack of readily;

| available parts contrtputed to the size o' the maintenance backlog. . Numerous
general usage material such as bolts, nuts, gaskets, and desiccant were not
available as generalissue items from the warehouse. To support emergent;

'

work, needed items were obtained by substituting parts that were reserved for;

i other planned work.

20 D 3.3 0 5.2 V.C.8

|
b. In December 1992, during maintenance to repair an AFW turbine trip throttle

.

D 5.4 ORP 88,89
valve, a replacement disc and seat were not available in the warehouse. The

|
valve was reassembled and the system declared operable. This leaking valve

j g
contributed to numerous overspeed turbine trips in January and February of

i

| 1993.

!
,

;
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c. The lack of spare parts contributed to valves within the primary containment 20 D 5.2 D 5.4 V.C.8 |

being inoperable for a year. During the 1991 refuel outage, 'T' drains were not F 6.1 ORP 88,89
|

availabio for instattation into some new valve motors. . . A failure of the work
control system later resulted in the 'T' drains not being installed in a timely
manner.

1

d. The Unit 2 secondary side B PORV was inoperable because of an intomal 20 D 5.2 05.4 V.C.8

hydraulic leak that caused premature failure of a pressure switch. The intomal E 1.1 E 1.2 ORP 88,89

leak caused the hydraule pump to cycle frequently and eventually resuted in the E 1.3 E 1.4

high pressure switch failing low. The hydraulic pump ran continuously until its F 3.1
thermal overloads tripped. The switch was replaced but the leek was not fixed
because of a lack of parts.,

a. Previously, several switches on the CH system failed and were replaced. 20 D 3.3 D 5.2 V.C.8

However, if they had failed again no replacements were in the warehouse or on D 5.4 ORP 88, 89

order when the inventories were reviewed by the team.

f. Occasionally, maintenance personnel installed or attempted to install the wrong 20 0 1.1 D 3.3 Ill.C.3
part in safety.related systems at the faellity. The major reason for these D 3.6 D 5.2 V.C.5
situations appened to be in the parts sourcing process. The process to F 7.1 ORP 25 28,

| determine thi, correct replacement part was extremely drfficult and cumbersome. 84

The computerized parts reference system consisted of two databases requiring
the viewing of multiple screens. The overall response of the system was slow.
Numerous part numbers were ' flagged' for revision because of the large
engineering document backlog. Sometimes part numbers, as in some Rockwell |4

'

valve components, were wrong. ... When computer information was questionable,
such as being flagged. design and purchase documentation had to be used.
However, a number of these documents had unincorporated revisions due to the.

i large engineering backlog..

g. During repair activities to stop a jacket water leak on the inlet header of a SDG, 20 D 4.2 04.3 Not Applicable
the discharge header gasket was installed. This occurred twice before the F 5.1 F 5.3

| mechanics recognized that the gasket was not the correct size.

h. During repair activities to retum an essential chiller to service, the correct type of 20 03.3 D 3.6 Not Applicable
pressure switch was installed but was not qualified as safety-related [ sic]. The

;
switch was replaced before the chiller was placed back into service.

2.2.5 Insufficient Support to Maintenance Maintenance and Testing

a. Maintenance department senior supervisors provided limited reinforcement of 21 A 1.1 A 2.1 V.B.2.s
expected quality performance standards. Their time was dominated by D 5.1 D 5.2 ORP 59

|
'

preparaten for meetings, attending meetings, and performing administrative D 5.4 D 5.5
tasks. F 5.2

| b. The staff size was insuffcient to accomplish corrective maintenance given the 21 D 1.1 D 5.1 Not Applicable
productivity achieved using the existing system, the unique three-train design of D 5.2 0 5.4
the facility, and the untimely resolution of design def'ciencies. The balance of F 1.1
plant corrective maintenance effort suffered mostly due to the lack of personnel
resources.

c. From the end of the Unit 2 refuel outage (December 1991) until the b%;sg of 21 D 1.1 F 1,1 111. 8
,

the Una 1 refuel outage (September 1992) both unit were essentially operating at V.B.2.f
power. However, during these 9 months, the backlog of non outage SRs V.B.2.g
h:reased by 1600, an increase of approximately 50 percent. ORP 13 21,

62

i
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d. Recognized design deficiencies for numerous equipment had not been resolved 21 A 4.1 D 5.2 111.C

Examples included the Brown Boveri breakers for the TSC diesel generators. D 5.4 D 5.5 IILD.4
E 1,1 E 1.2 V.B.3

,

E 1.3 E 1.4 V.B.4
F 3.1 ORP 22 28,

32, 33, 63 - 75

e. Recognized design deficiencies for numerous equipment had not been resolved. 21 A 4.1 D 5.2 ilLC

Examples included the obeo6ste fire protection computer. D 5.4 D 5.5 V.B.1.b(3)
E 1.1 E 1.2 V.8.3
E 1.3 E 1.4 V.B.4
F 3.1 ORP 22 28,

53, 54, 63 75

f. Recognized design deficiencies for numerous equipment had not been resolved. 21 A 4.1 D 5.2 Ill.C

Examples included water intrusion into the startup feedwater pump's lubrication D 5.4 D 5.5 V.B.3
E 1.1 E 1.2 V.B.4system.
E 1.3 E 1.4 ORP 22 28,
F 3.1 63 - 75

g. Rec.ognized design deficiencies for numerous equipment had not been resolved 21 A 4.1 0 5.2 111.C

Examples included refrigerant and oil contamination mitigation devices had not D 5.4 D 5.5 llLD.2

been permanently installed on essential chillers even though air and moisture E 1.1 E 1.2 V.B.3

intrusion had reduced their reliability. E 1.3 E 1.4 V.B.4 |

F 3.1 ORP 22 28.
30, 31, 63 76 '

h. In an outage condition, substantial, routine use of overtime was used to try to 21 A 1.1 C 2.1 V.S.2.c I

( accomplish the scheduled tasks. . . In some instances Technical WWion C 5.1 C 5.2 |

overtime guidelines were exceeded without appropriate management review and D 5.2 0 5.3 !

approval. D 5.4 D 5.5 {
F 4.2 1

L Staffing limitations impaired the amount of vibration monitoring accomplished 22 D 5.2 F 4.2 Not Applicable

under the predictive maintenance program.+

J. Dunng a vibration analysis in May 1990, the Unit 1 main generator seal oil 22 02.1 D 5.2 Not Applicable )
backup pump exceeded alarm limits. However, over 21/2 years passed before F 4.2 '

i

! the next vibration readings were taken in January 1993. Subsequently, the
j deteriorated motor and pump bearing had to be replaced.

! k. Since the plant began commercial operation the vibration of the Unit 1 HHSI 22 D 2.1 05.2 Not Applicable

pump motors exceeded the alarm limits of the predictive maintenance program. F 4.1 F 4.2
However, more than 27 months passed between vbration feedings on the 1C'

pump and 18 months passed for the 1 A pump. Eventually, unsatisfactory oil
samples were taken on the 1 A and 1C motor beanngs

! L As much as three years passed between vbration readings on the Unit 1 22 02.1 D 5.2 Not Applicable

auxiliary foodwater pumps. F 4.1 F4.2
1

2.2.4 Inefficient Work Control Procesa Maintenance and Testing
.

a. The large amount of emergent work significantly contributed to the inefficient 22 A 4.1 A 4.2 itLB'

| work control process This was due, in part, to the large corrective maintenance C 4.1 D 1.1 V.B.2.b

backlog whktiinhbited the timely repair of deficiencies before their condstion D 5.2 D 5.4 ORP 13 21

j degraded. . The excessive amount of emergent work prompted the staff to D 5.5 F 1.1

i postpone previously planned or partially planned jobs, adding to the backlog.

| | b. A major detractor [in the planning and preparation to accomplish work) was the 22 03.1 D 3.2 V.C.5 ;

quabj of rnanagement information systems. D 3.3 D 3.4 ORP 64 )
D 3.5 0 3.6 jj
D 3.7 0 3.8 1

j D 3.9 l

; esv.=wummutaneenwrx me.%. p.e.1o
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c. Planner performance was inhibited, in some cases, by incorrect w,rveneat 23 D 2.1 D 4.2 V.C.2
*

identifcation within the facility on SRs. This necessitated walkdowns of all O 4.3 F 6.1 ORP 79, 60
i
? equipment to verify correct component number against design documents.

{ o. The computer hindered schedular performance because it did not allow for 23 D 3.2 D 3.3 V.C.5.

D 3.4 03.7 ORP 64
j changes in wortdorce size or show support disciphne ties to performing the job.

D 5.2 05.4
i

23 C 4.1
1 e. The [ work) schedule was ordy pubhshed every other day wth handwritten
j 'N-tes needed when R was not published.

_

f. Due to previous training program defciencies, there were numerous unqualified 23 D 4.1 D 4.2 V.B.2.eI

D 4.3 D 5.2 ORP60,

j maintenance personnel requiring increased supervisor observation and direction.
O 5.5

i

23 B 1.1 D 1.1 V.B.2.a
g. Coordination and communication weaknesses contrbuted to poor maintenance

D 3.3 D 5.2 ORP 59
while work package quellty and parts availability deficiencies decreasedj F 6.1efficiency.

h. During an uncoupled run of the reactor coolant pump, the lower motor bearing 23 D 4.2 D 4.3 Not Applicable

| failer as a result of lube oil starvation. The starvaten ocet red when a D 5.5 F 5.2,

i maintenance worker, attempting to corre.:t a suspect high lube oil level, drained

j approximately 3 gallons of lube oil before the run. The maintenance worker
failed to notify the control room that the lube oil had been drained. Thej
maintenance worker's supervisor, stationed in the control room, stated that he did

j
not know of the suspect high tube oil level and would have stopped the job if he
had known that 3 gallons had been drained.

j

j L Several SDG failures resulted from broken fuel oil injector pump hold down 23 C 2.1 F 3.1 V.B.3
V.B.4

! k studs, many of which were installed using a defeient stud driver tool designed by
ORP 63 75

f the system engineer. The system engineer failed to consut design engineering
3 or the SDG vendor while designing the tool.

J. An inadequate tumover contributed to maintenance personnel flushing two 23 F 5.2 Not Applicable

| feedwater isolaten valve hydraulic systems with used coolant from the balance-
of. plant diesel generator instead of the proper flushing fluid.

k An inadequate pre job brief contributed to a HHS1 motor pump bearing reservoir 23 04.2 D 4.3 Not Applicable

sight glass being improperly installed. As a resuR, lube oil was introduced into F 5.2
,

, |the motor windings.
i
4

!

L Coordination of the various support groups did not always occur as evulenced by 23 D 1.1 05.4 V.B.1.b (2)

the team observing two work activities which could not continue because support F 5.1 F 6.1

workers did not erect the designated scaffolding.

m. Approximately 20 percent of the work packages were revised to correct errors or 23 0 1.1 D 4.2 V.B.1.b (2)'

i to change the scope of the work activity. D 4.3 F 6.1
'

n. The work procedures occasionally contained unneeded information and did not 23 D 2.1 D 4.2 Not Applicable

j match the experience of the individual using the pr%es. D 4.3 F 6.1

o. Procedures were sometimes ignored ... Contractors testing motor operated 23 A 1.1 D 2.1 Not Applicable
,

valves did not take the procedure to the field or taped all four comers of the 200 D 4.2 D 5.3'

plus page prdure shut. D 5.5
;

! p. When tt's job required parts not originally anticipated, the parts had to be 23 D 3.3 D 3.6 Not Applicable

! sourced for avaliability and usually deallocated from another planned job. D 3.7 03.9
However the General Maintenance Supervisor, who had to approve the

;

; deallocation, and numerous line supennsors were not sufficiently trained to use

|
I the computer which detracted from the parts sourcing ellort

g'Af\
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%g-
|

_ . _ _ _ _ . _ ._ p ,,

- - - . .



-_ __. _ _ _ __ _ .__

..
,

.

I
*

4 ..

'1

! NRC DIAGNOSTIC EVALUATION TEAM REPORT 08SERVATION DER ACT1DN ORP
PG. PLAN'

. I
I 2.2.7 Post-Maintenance Testing Program Not Always Effective Maintenance and Testing *

a. The PMT reference manual used by planners to select the appropriate test 24 83.1 01.1 V.C.7

requirement did not specify appropriate detail and occasionally specified the D 2.1 D 5.5 ORP 87
F 6.1wrong lost.

b. The planners lacked appropriate training, experience and guidance that would 24 D 4.2 D 4.3 V.C.7
j

; allow them to compensate for the [PMT reference] manuals deficiencies. D 5.4 F 6.1 ORP87

j

j c. [ Deficiencies in the PMT reference manual and planner experience and training] 24 83.1 01.1 V.C.7

resulted in planners listing all possible PMT that might be necessary and D 4.2 0 4.3 ORP 87

; specifying PMTs to be performed as 'if required.' This required the already D 5.2 D 5.44

|
heavily burdened shift supervisor to review the scope of work w-TM in order F6.1

i to *=W the appropriate post maintenance test to be performed.

| d. Periodically, the shift supervisor ae!seted inappropriate PMT and in some 24 C 5.1 C 5.2 Not Applicable.

4 instances inoperable equipment was not identified such as: SDG 13 was D 1.1 D 2.1

i hoperable for 2 weeks because of the failure to perform adequate PMT after F 6.1

painting activities. The correct PMT had been specified in the work package but
j was inappropriately cancelled due to a concem over excessive SDG starts.

f e. Periodically, the shrit supervisor selected inappropriate PMT and in some 24 C 5.1 C 5.2 V.C.7

j instances inoperable equipment was not identified such as: PMT was not D 1.1 D 2.1 ORP 87

performed on a SDG output breaker after a fuel oil injector pump was repaired. F 6.1
;

) During that maintenance activity, the output breaker was racked out to support

| work on the injector pump and later improperty racked in. For PMT the SDG was
started but breaker closure was not tested. Dunng a subsequent surveillance;

j test, the SDG output breaker would not close onto the bus.

! I f. Periodically, the shift supervisor selected inappropriate PMT and in some 24 C 5.1 C 5.2 V.C.7

|
instances inoperable equipment was not identified such as: After work was D 1.1 D 2.1 ORP 87

! performed on the feeder breaker for essential chiller 21C, no PMT was F 6.1

| performed, yet the chiller was declared operable. The following day the chiller's
feeder breaker tr$p=i during a routine start attempt due to breaker problems.

,

| 2.2.8 Periodic Testing Not Always Effective Maintenance and Testing

|

|
a. Numerous instances had been identified where [ surveillance] procedures were 24 See ORP V.C.6

ORP 85, 86
hadequate to meet TS surveillance requirements, thereby reducing assurance'

that the equipment was operable. Among these was a failure to completely test'

a manual reactor trip handswitch and the nonconservative setting of one of the
four reactor protection channels during a reactor startup.

b. In a followup, the team questioned the licensee concombg an engineenng test of 25 A 4.1 C 2.1 V.C.6
;

|
the control room emergency ventilation recirculation charcoal adsorbers. E 1.1 E 1.2 ORP 85, 86

i Subsequently, the licensee determined the surveillance requirements had not E 1.3 E 1.4

i been satisfied in that a defective method had been devised to determine when
i adsorber testing should be performed. The failure to send the charcoal sample
! for testing within the required interval resulted in a 3 month delay in determining
i that the charcoal bed was below required standards for iodine adsorbtion.

! c. The licensee committed to expand the scope of tie enhancement program to 25 See ORP V.C.6I

} meet the onginal (all surveillance procedures] intent. ORP 85,86

i
2.3.1 Week Support in Resolving Plant Problema Engineering Support

i

a. Examples of ineffective engineering support, investigations, root cause analyses 27 E 1.1 E 1.2 V.8.3

and corrective actions include: The licensee did not determine the root cause of E 1.3 E 1.4 V.8.4
<

| repetitive failures of the fuel injector pump hold-down studs associated with the E4.2 F 3.1 V.C.1

! ( SOGs. Nine separate failures occurred between 1987 and 1993, including five ORP 63 75,

failures en SOG 22. The failure of these studs was a significant contributor to 78

the high unavailability of SDG 22.
,

|

|
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j b. Examples of beffective engineenng support, hvostigations, root cause analyses 27 E 1.1 E 1.2 V.8.3

and corrective actions include: The RCAs and accompanying corrective actions E 1.3 E 1.4 V.8.4
:

| were ineffective in preventing repeated failures of the toxic gas monitors and F 3.1 V.C.1

i containment ventilation isolation system. ORP 63 75,
78

.

c. Examples of ineffective engmeering support, investigations, root cause analyses 27 A 4.1 E 1.1 111. 8 . 6

and corrective actions hclude: Widespread, longstanding problems with the E 1.2 E 1.3 V.8.3

appecation and periormance of Target Rock solenoed-operated valves (SOVs) E 1.4 E 4.1 V.8.4,

; were not resolved These valves were used extensively in several safety related F 3.1 V.C.1

; systems. Temporary modifications were installed to bypass containmerd ORP 35,63

| isolation valves to aNow steam generator sampling. Previous corrective actions, 75,78

i sud as re-orienting the mah steam isolation valve above the seat drains, did not
prevent additional failures.'

d. Examples of ineffective engineering support, investigations, root cause analyses 27 C 2.1 C 3.1 V.8.3
and corrective actions include: The licensee started up with a significant design E 1.1 E 1.2 V.8.4

j deficiency that resulted in excessive water hammer in the auxiliary foodwater E 1.3 E 1.4 ORP 63 75 |
;

system. Engineering's resolution to the issue was to install mechanical stops on F 3.1 |,

,

the AFW va'ves to prevent them from closing, which created additWI
-

| operational concems. Operators could no lon0er effectively throttle valves during
j certain plant cond#tions to control flow to the steam generators. As a result,

operators controlled flow by cycling the stop check valves, resulting in an
excessive number of thermal cycles on steam generator nozzles.

! e. Examples of ineffective engineering support, investigations, root cause analyses 27 C 2.1 C 3.1 V.8.3

| and corrective actions include Corrective actions for numerous safety and E 1.1 E 1.2 V.8.4

nonsalsty related circuit breaker problems were not aggressive or complete. The E 1.3 E 1.4 ORP 63 - 75
.

( liconese evaluated each breaker tailure and took corrective actions for safety- F 3.1'

j related circuit breakers. Many of these actions were incomplete. Further, the
; licensee was slow in resolving problems and taking corrective actions for many

| nonsafety.related breakers.

f L Examples of ineffective engineenng support, investigations, root cause analyses 27 C 2.1 C 3.1 V.8.3

; and corrective actions sclude: After a reactor trip, the startup feedwater pump E 1.1 E 1.2 V.C.1

j (SUFP) failed to start upon demand because of low oil pressure. Repeated E11 E 1.4 V.B.4 i

|
oc.cunences of moisture intrusion had caused the oil filters to be clogged, F 3.1 ORP 63 - 75, I

reducmg the tube oil pressure. A previous SUFP trip on low lube oil pressure 78 l

|had not been property evaluated, resulting in the failure to recognize design'

deficiencies.1

j g. Exarnples of ineffective engineering support, investigations, root cause analyses 27 C 2.1 C 3.1 V.8.3
,

4 and correctrve actions include: During oil pump transfers, the steam generator E 1.1 E 1.2 V.8.4

feed pump turbine tripped repeatedly because the oil pressure decreased rapidly. E 1.3 E 1.4 ORP 63 75
Engineering mistakenly accepted the recommendation of a vendor to drill holes in F 3.1'

the pump casmg to prevent air binding, which, when implemented, exacerbatedi

j the problem.
4

h. Examples of hoffectrve engineenng support, investigations, root cause analyses 28 C 2.1 C 3.1 111. 8 . 4

and corrective schons include. The Technical Support Center diesel generator E 1.1 E 1.2 V.8.3,

!' was not reliable, as evidenced by repeated failures to start and load during E 1.3 E 1.4 V.8.4

! teethg. Contributing to the poor reliabiNty was esposure to the environment. F 3.1 V.C.1

design weakneeses, anti poor circuit breaker rehabikty. The licensee only ORP 32,33,

j partinny implemented proposed resolutions to these problems. 63 75.78
4

L The engmeenng staff did not always adequately evaluate equipment operability 28 C 2.1 E 1.1 V.8.3
,

.

as Gustrated beloir in August 1992, a system engineer discovered that seismic E 1.2 E 1.3 V.C.1

i hold down screws were missing from the Unit 1 quality display parameter system E 1.4 ORP 63 72,
! (OOPS) card racks, but did not understand the seismic consequences and did 78

i not request an evaluation for operat2ty. The licensee did not property evaluate
1 the ellect of the deficiency on operat2ty until so requested by the team in Apr5

1993. The OOPS was subsequently declared inoperable.
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j. The engineering staff did not always adequately evaluate equipment operabilty 28 C 2.1 V.B.3

V.8.4as inustrated boiow Torque measurements and computations ammadated witha

ORP 63 75
| testing of motor operated valves were not evaluated to verify valve operabluty.

j The licensee decovered, upon evaluating previous test data, that several residual
heat removal valves had been torquod above design values because of a

j
derciency in the test procedure and associated engineering documents to'

{
measure or compute torque

! k. The instauntion of plant moddications to effect plant improvements was not 28 B 1.1 C 3.1 V.B.3
E 2.1 V.B.4

j always successful. ORP 63 75

L TMs were not thoroughly evaluated and were not aggreceiveh pursued to closure 28 A 1.1 A 4.1 lit.C.3.a
A 4.2 C 3.1 V.8.3

j as iuustrated in the fotowing Sixteen TMs were instaged for more than 2 years,
D 5.2 F 3.1 V.8.4

i hcluding some that cause problems for operators. Some TMs were origmally ORP 25,63 -
assigned a long restoration period (1 to 2 years) or given an eatension without

| 75
adequate justification. Some were later converted to permanent moddicationsi
and remained open until the permanent modifications were closed*

m. TMs were not thoroughly evaluated and were not aggressively pursued to closure 28 A 1.1 A 4.1 lil.C.3.a

j as illustrated in the following In performing engineenng evaluation for TMs A 4.2 C 3.1 V.S.3,

D 5.2 F 3.1 V.B.4
J affecting the CH system and steam generator sample valves, the engmeeting ORP 25, 63 -

staff failed to realistically evaluate required operator action in a poterdial high
75

i radiation field, to compensate for failed safety.related autmatic valve actuators.

) Engineering Support
i 2.3.2 System Engineering Program Not Effectively ;.,77.a.M
i 28 A 1.1 C 2.1 V.8.3.a
! a. Program expectations for the system engmeets greatly exceeded the resources

provided Some system engineers were assigned the primary responsbility for
2g C 3.1 D 5.1 V.B.3.c

| j D 5.2 D 5.3 ORP 63,64
j as many as 10 systems, with an addnional 10 systems assigned as backup.

D 5.4 D 5.5

2g C 2.1 C 3.1 V.S.3.a
|

b. Most system engineers could not remember what backup systems they were
D 4.1 D 4.2 V.B.3.c

j aasgned, and were not knowledgeable in their backup system assignment.
.

D 4.3 D 5.2 ORP 63,64
I D 5.3 D 5.4
i D 5.5
8,-

c. Staffing allocaten was roughly based upon other two. unit facilities, however, the
2g C 2.1 C 3.1 V.8.3.c

D 5.2 0 5.3three. train safety system design resumed in an increased work load for the
D 5.4 05.5j

system engmeers when compared to otherwise equivalent nuclear facilities with
!

,! two trains.

i d. System engmeets generaNy did not complete their monthly walkdowns or did not
2g C 2.1 C 3.1 V.B.3.a!

D 5.2 0 5.3 ORP 63,64
sufficiently document them when performed. Some system engineers performed

| D 5.4 0 5.5wakdowns of mutiple systems in both units on the same day, indcating a;

cursory review at boot.

2g 81.1 B 2.1 V.B.3
| e. System health reports lacked useful detal and trending information. Most system

83.1 C 2.1 ORP 63 72
engineers racerved no feedback on the content of the system health reports from'

C 3.1 D 3.2their supervisors, did not review and track service requests on their assigned
: D 3.3 D 3.4
j systems, did not know how many servios requests were outstanding on their

D 3.6 03.7
systems, did not know how many modifications affected their systems, and did;

-

F 4.2not track and trend ge' T,s or particular attrbutes of their systema

f. The lie:ensee indcated that trending wiu not be performed untR the end of 1993 2g D 3.2 0 3.3 V.8.3.d(3)
D 3.4 D 3.6 ORP 71,72

when the software becomes available.
D 3.7 F 4.2

6

g. Sevstal engineers were deficient in training or equivalent work experience, which
2g C 2.1 C 3.1 V.8.3

D 4.1 D 4.2 ORP 63 - 72with the demands on time available for daHy responsibuties and a perception of
D 4.3 D 5.2limited resources, reeuted in system engineers receiving little training for specific
D 5.4

.W wT,w t or systems.
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i
h. Those [ system) engineers who wers * hands-on' oriented and focused more on 2g C 2.1 C 3.1 V.B.3.a

j the equipment aspects of their systems tended not to be as involved in technical D 4.2 D 4.3 ORP 63,64

monitoring and analysis which included design basis issues, system tracking and F 4.2
i

; trendeg. and proactive activities.

L Management did not oversee and direct the [ system engmeer) program in a 2g A 1.1 C 2.1 V.8.3.a

consistent manner. System engineers reported to different supervisors who had C 3.1 D 5.5 ORP 63,64

differing standards for implementing the system engmeeting program
;

! k. Because of the reactive nature of system engineering work, and networldng 2g A 1.1 A 2.1 V.B.3.a

j between operations and maintenance, first line supenneors maintained minimal 8 1.1 C 2.1 ORP63 ,

control over work assigned to the system engineers, who apent over 40 percent C 3.1 C 4.1 !
'

]
of their time supporting emergent work of other ute organizations Thus, the D 5.2 0 5.4

D 5.5
) system engineer received support requests that had not been screened for

validity by PED supervision'

,

1

2.3.3 Engineering Work Backlogs V!ere Largo, Poorly Trocked, and Not Well Managed Engineering Support
;

j a. The licensee did not have an effective method to determine the size and 30 A 1.1 A 2.1 Ill.C

composition of the engineering backlog. This conclusion is based on the fact 81.1 C 2.1 V.B.3

that the data initially given to the team was grossly baccurate and it C 3.1 F 7.1 V.B.4
| ORP 22 28,
! subsequently took more than four weeks to provide reasonably accurate data. 63 75
|

The backlog consisted of approximately 10.800 work items on May 1,1993. ...
The backlog did not include work assignments of administrative or contractor

;

1 personnel.

b. The number of work items in the backlog was increasing at a not rate of 428 30 A 1.1 A 2.1 Ill.Ci

each calendar quarter (seven person-years each quarter). To compensate for B 1.1 C 2.1 V.B.3

; ; tnis workload, numerous individuals worked more than 70 percent overtime and C 3.1 05.2 V.B.4

( aome worked more than 100 percent overtime in a pay period D 5.3 D 5.4 ORP 22 28,
F 7.1 63 75

/

c. The licertsee was not incorporating amendments into site vendor drawings in a 30 D 5.2 D 5.4 Ill.C.2

; timely manner. On March 19,1993, approximately 11,500 vendor drawings D 5.5 E 4.2 Ill.C.3.c

|
(approximately 50 percent being safety related) had one or more unincorporated F 7.1 ORP 27 *

amendments. Drawings with many unincorporated amendments rendered the
,

associated vendor drawings cumbersome to use and impeded week planning and;
execution. Previous initiatives to reduce this backlog were not effective.

!

2.3.4 Use of Industry and Site Operational Experie1ce wee inadequete Engineering Support

a. Industry and site OERs performed by the licenses we's not comprehensive or 30 D 4.2 D 4.3 Ill.C.3.b

timely, and failed to completely address problems or recommendations, in D 5.4 D 5.5 V.B.3
;

several instances, engineering failed to review and benei;t from industry E 4.1 F 7.1 V.B.4'

experience, such as descrbed in NRC information nobces and butetins, vendor ORP 26, 63 -
;

service bulletins, and industry reports, or site operational experience, which led to 75

avoidable site events, repetitive equipment failures, and additional engineering'

time expenditures.

b. The following are examples ki which the licensee failed to property knplement the 30 C 2.1 C 3.1 Ill.C.E.b

OER program NRC Information Noboe 91046, ' Degradation of Emergency 31 D 4.2 0 4.3 V.B.3

Diesel Generator Fuel Oil Delivery Systems,' listed instances where inadvertent D 5.4 D 5.5 V.B.4-

painung of fuel injector assemblies, including motoring Pads, rendered emergency E 4.1 ORP 26,63 -
75

| diesel generators inoperable. The licensee's response to the notice indicated
that adequate controis were in place ano that no further actions were necessary.*

I However, during painting activities, paint dripped into the holes which contained

| the fuel metering rods, tendering a diesel inoperable as later discovered during
j the performance of a surveillance test.
,

1
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f 31 D 2.1 D 4.2 lit.C.3.b
c. The tonowing are examples in which the licensee failed to property implement the D 4.3 D 5.1 V.B.3

' OER program: During tests in Mars 1993, the licensee discovered that 36 D 5.5 E 4.1 V.B.4
control rods in Unit 1 were thermally locked The event occurred foNowing a

E 4.2 ORP 26, 63 -
reactor cooldown in February 1993, with the control rods energized on the core 75
bottom. The licensee could have avoeded the event by followbg the guidance in
Westinghouse Technical Bulletin T8-92 06 of May 21,1992. The licensee
received the bulletin in June 1992 but failed to route it to Reactor Engineering
and Operations Support Groups. Thorofore,its contents were not incorporated
into operating procedures by cognizant operational groups

31 D 4.2 D 4.3 Ill.C.3.b
d. The following are examples in whicts the licensee failed to property implement the D 5.5 E 4.1 V.B.3

OER program: When replacing SDG rocker arms with a modified design, the E42 V.B.4
licenses failed to include specific Cooper Bessemer service budstin requirements ORP 26, 63 -
for torquing and installing modified parts. This could have prevented the 75
i.p;eced rocker arms from functioning v.vv y.

31 C 2.1 C 3.1 Not Ap,A"-
e. The following are examples in which the licensee failed to property implement the D 4.2 D 4.3

OER program: During an uncoupled run of a reactor coolant pump, the lower E 1.1 E 1.2
motor bearing failed from a lack of lube oil (LO) after a maintenance worker E 1.3 E 1.4
draHed approximately 3 gallons of LO in an attempt to co ect a suspect high LO

E 4.1
level. An investigation showed that the reactor coolant pump motor bearing oil
levels had a history of erratic readings and that a lower reactor coolant pump
bearing was damaged during a previous outage because of insufficient LO in the
lower bearing.

31 C 2.1 C 3.1 V.B.3
The ionowing are examples in which the licensee failed to property implement thef. F 4.1 V.B.4
OER program: In May 1990, the hcensee detected high vibration readings on the ORP 63 - 75
Unit 1 turbine generator seal oil backup pump, but did not monitor the pump until

f completing the 1992 outage and inspection of the main turbine and auxiliaries.
During turbine startup, high vibration readings were again observed on the seal
oil motor and pump bearings that necessitated repair.

31 A 1.1 E 4.2 lit.C.2
g. The hconsee assigned limited personnel and hardware resources to the VETIP to F 7.1 Ill.C.3.c

receive, distribute, and track vendor information. The licensee added staff ORP 24,27
temporarily to correct problems, but did not take long term corrective actions,
thus permrtting the problem to recur. . Many examples of inadequate
incorporation of vendor information were repeatedly noted by QA ISEG, and
other audit groups without substantive corrective action being taken,

i h. The licensee had not updated the PRA database to reflect actual plant 31 C 2.1 C 3.1 Not Applicable

equipment failure data. . . The licensee was not using the unique capabaities of 32 F 3.1
;

the PRA group to identify plant equipment rehabdity or to help in raniung'

modification or maintenance work. During this evaluation, the licensee used PRAi
to address team concems with the reliability of the SDGs, in particular for SOG'

i 22, but only in response to =;+?ic and repeated team r=N=e
: Engineering Sw+et
! 2.3.5 insufficient Su---;+-t to E.-# .'..i;.

,

i 32 C 2.1 C 3.1 V.8.3.d
s. Management assagned inadequate information systems to aid engineering in

D 3.1 D 3.2 V.C.5
evaluating system performance, trending maintenance history, accessing industry,I

D 3.3 D 3.4 ORP 71,72,
and Nte experience, performing investigations and root cause analyses, and

D 3.5 03.6 84i
making informed decisions. 03.7 D 3.8;

D 3.9 D 5.2
: F 3.1 F 4.1

,

,

i
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b. The equipment maintenance history database was not acevrate and current 32 C 2.1 C 3.1 Ill.C.3.c

because of the poor quakty of information loaded into the s ystem, and because D 3.1 D 3.2 V.B.3.d

of the lage backlog of outstanding entries, estimated by th a heensee to be D 3.3 D 3.4 V.C.5
D 3.5 03.6 OHP 27,71,

: approximately 6 8 months.
D 3.7 D 3.8 72,84
D 3.9 F 4.1
F 7.1

c. A sampie of various databases showed conflicting and incomplete information 32 D 3.1 D 3.2 Ill.C.3.c

concoming the maintenance history of CH chillers, failure histories for the SDGs, D 3.3 D 3.4 V.B.3.d

lists of TMs, and MOV issues. D 3.5 03.8 V.C.5
D 3.7 D 3.8 ORP 27,71,
D 3.9 F 4.1 72,84
F 7.1

d. The licensee could not retrieve design basis variances concoming MOV 32 C 2.1 D 3.1 V.S.3.d

setpoints, and could not track or index Plant Change Forms by system or type. D 3.2 0 3.3 V.C.5
D 3.4 D 3.5 ORP 71,72,
D 3.6 D 3.7 84
D 3.8 D 3.9
D 5.2 D 8.1
F 7.1

)

e. The bcensee had to manually search service requests to determine where 32 D 3.1 D 3.2 til.C.3.c
moddied SDG rocker arms were instaued, and whether they were installed in D 3.3 D 0.4 V.B.3.d

i

accordance with a Cooper Bessmer bulletin. D 3.5 D 3.6 V.C.5
D 3.7 D 3.8 ORP 27,71, 1

D 3.9 E 4.2 72,84 |
I

f. The effectiveness of engineering was hampered by sparse computer resources 32 C 2.1 C 3.1 V.B.3.d

and analytical tools to monkor and assess component and or system D 3.1 D 3.2 V.C.5

performance. Until the end of 1992, only five percent of the system engineers D 3.3 D 3.4 ORP 71,72,

had a computer to aid in performing their job function. D 3.5 D 3.6 84

D 3.7 03.8 |

D 3.9 D 5.2
F 4.1

g. Backlogged engineenng work continued to increase at the rate of seven persord 32 A 1.1 D 5.3 til.C

years each quarter, even though most groups in PED and DED worked D 5.4 0 5.5 V.B.3 j

substantial amounts of overtime. F 7.1 V.B.4
ORP 22 28,

63 75

h. Management support for training was weak and inequitable. PED was weaker 32 A 4.1 C 1.1 V.B.3.b
than DED in terms of background and experience, had more staff (179 vs.148), C 3.1 D 4.1 V.B.3.c

but were assigned only one-seventh the training budget of DED. D 4.2 D 4.3 ORP 65 70
D 5.5

L The licensee fell behind its schedule in completing many [ongineenng] 33 A 1.1 A 4.1 V.B.3

improvement programs and cancesed some after investing substantial resources. A 4.2 C 1.1 V.B.4
,

Some corrective actions resulting from improvement programs produced no D 5.5 ORP 63 75 |
improvement in performance and were later cancelled. The bcensee appeared to !

classify improvement program action items sa 'close# without evaluating their |
effectiveness. !

k Substantial recurrent problems noted by maintenance, operations, engineering or 33 A 4.1 81.1 lit.C.3
other groups often resulted in design modifications to resolve the problem. C 4.1 D 5.4 V.B.4

However, the modifications were not installed in a timely manner. F 3.1 ORP 22 28,.
, 73,75

k. The beensee failed to make effective use of studies critical of engineering 33 C 2.1 C 3.1 Not Applicable

activities. D 5.5 E 3.1

i

MDET.uAosueruumAmmosmuTx sonsos p,m n eson. page 17

|



~ . _ . _ . ~ . - _ _ _ - _. .- ---- - .----___ __= .-- ._-

. .

.

.

.

NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION
DER ACTION ORP
PG. PLAN,

j | ' Engineering Support
*

I,

2.3.4 Configuration Control Wealmeeses

33 A 1.1 A 2.1 Not Applicable
a. Configuration control weaknesses which adversely affected safety related plant

D 3.1 D 3.2
equipment, were noted in several Instances, such as molded case circuit

D 3.3 D 3.4breakers, SDGs, and erwironmental qualification of MOVs. In other instances.
D 3.5 D 3.6such as vendor drawings, the team observed weaknesses in configuration control
D 3.7 D 3.8that, if left uncorrected, could adversely affect plant operations, ineffective
D 3.9 D 5.2

management oversight and dirochon, includ ng insufficient resources, were
D 5.5

sV4;ct contributors to these weaknesses.

b. The Electrical Sotpoint index for molded case circuit breakers was not property 33 D 1.1 D 2.1 Ill.D.3
34 D 4.2 D 4.3 V.8.3

understood or implemented h the field. . Although the index contained
D 5.5 F 6.1 V.8.4

appropriate criteria, the boensee had not prepared detailed work or procedural ORP 63 - 75
instructions for craft personnel to use in interpreting or scahng the index
guaiance

34 E 1.1 E 1.2 fil.D.3
c. While performing maintenance on molded case circuit breakers, the beensee

E 1.3 E 1.4 V.8.3
discovered that the magnetic trip settings were adjusted using the electrical

F 5.2 V.B.4
penetratKm test point calculations for permissible currents rather than trip values ORP 63 - 75
obtained frc n the index. The hcensee later determined th11 the instantaneous
inp (magnehc) settings were improperly adjusted for approximately 30 breakers
in Units 1 and 2. The licensee found operability concems with 10 breakers
powenng MOVs such as containment and accumulator isolation valves

d. When installing SDG rocker arms with a modified design, the hcenses failed to 34 D 2.1 E 1.1 lil.C.3.b
E 1.2 E 1.3 V.8.3

include specific Cooper Bessmer service buuetin requirements for torquing and
E 1.4 E 4.1 V.8.4

instalhng the modified part, which could have cause the replaced rocker arms to
E 4.2 ORP 26,63 -

function improperly. 75
,

e. Once alerted to the bulletin requirements, installation of the rocker arms was still 34 E 1.1 E 1.2 V.8.3
E 1.3 E 1.4 V.8.4

not completed correctty, i.e., the requirement to replace both the intake and
E 4.1 E 4.2 ORP 63 75exhaust rocker arms as a set was not accomphshed.
F 5.2 F 6.1

f. The licensee also had to resort to hand searches of service requests to locate 34 C 3.1 D 3.1 V 8.3.d
D 3.2 03.3 V.C.5

where the modrfied rocker arms were instaHed.
D 3.4 D 3.5 ORP 71 72.
D 3.6 0 3.7 84
D 3.8 D 3.g

F 7.1
'

g. The licensee did not maintain the environmental quahfication of valve actuator 34 C 2.1 C 3.1 Not Applicable

motors in containment by installing 'T' drains as required by design. The D 3.3 D 5.2

licenses found Eve actuator motors that did not have *T* drains. The engineering D 5.4 F 6.1

staff evaluated three of the Ave, concluded that no action was required, and was
evaluating corrective actions for the remaining two valve actuator motors

h. The many unincorporated amendments to vendor drawings remained significant 34 D 5.2 0 5.4 lil.C.3.c
E 4.2 F7.1 ORP 27and could impede work planning and execution.

2.3.7 Functional and Programmatic Wealmeesee Could Adversely Affect
the operabmty of the Essenties Chined Weter System Engineering Support

a. The beensee did not complete an analysis for the CH system under low heat load 35 F 3.1 111. 0 2

conditions. If an accident occurred during cold weather and all chillers operated, ORP 30,31

the chillers would be under loaded, causing surging and failure, resulting in loss
of CH coohng of safety reisted equipment. . The beensee made a commitment
to the team to evaluate under loading of chillers during accident conditions.

|

l

neeumousmw.umxeenuru ionsowwese Page is

_ _ . .



._ - _ . - - - - . . . _ _ - - - . _- ___- ._. .- - _ _ .- _ _ _ _ . _ _ _ _ _ _ _ - _ _ _ ~ __

..

|.

. |

| NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION DER ACTION ORP |
PG. Pt.AN |

(.

| |

| b. Prooperational, surveillance, and pool maintenance testing performed on the CH 35 See ORP lli.D.2

system did not demonstrate that the system would be operable for extended ORP 30,31
I

) periods of time under design basis host load condaions The piping design

! configuration did not allow the CH system to be tested with heat loads
representative of those anticipated charing accident condibons |'

1

- c. Compressor refrigerant and oil corHemination was a long term problem that 35 A 4.1 C 1.1 lit.D.2

| signrecently affected rehabilty The vendor proposed instauing a proven C 4.1 F 3.1 ORP 30,31

1
refngerant clean-up Idt that would supw uninterrupted chiller operation. Although ,

Ithe modification was approved in September 1991 for installation in 1992, itsi

instauntion date was deferred to October 1994 for Unit 1 and April 1995 for Unit

2. |

d. In 1993, after further evaluation and repeated attempts at hatallation, the 35 A 1.1 C 1,1 lit.D.2 i
j
i licenses cancelled plans to instan proximity vitwation probe assembly C 4.1 ORP 30,31 |

| recommended by the vendor in 1988 to detect high speed thrust bearing
i displacement and an automatic cormpressor trip function for the 300 ton

! compressors to prevent catastrophic failure.
h
i e. In 1969, the hcensee implemented a temporary rndificatier' to remove an ECW 35 A 4.1 F 3.1 111.D.2

.

valve actuator which automatically controlled flow to the chiller condensers by ORP 30,31 i

;
using an upstream manual valve rather than correcting automatic control systemi

| design and material defciencies.

I L After maintenance work was performed on the feeder breaker for essential chiller 36 E 1.1 E 1.2 V.C.7

j 21C, the chiller was declared operable wthout PMT. The followng day the E 1.3 E 1.4 ORP 87

j chiller tripped during a routine start attempt because of breaker probioms. F 6.1

( g. The maintenance craft personnel introduced air into the essential chillers and 36 D 4.1 D 4.2 V.B.2.e
flooded a control panel with oil because they did not understand how the chillers D 4.3 05.5 ORP 60'

i function under vacuum. Inadequate training caused poor maintenance work and F 5.2

} contributed to degraded performance of the equipment and lack of availability.
.

: 2.3.s usumsiv.aasolution of fke arateetion deemse- Engineering Support
>

; a. Excessive ahnnkage and resultant cracks of Hydrosil-type penetration seals 36 D 1.1 F 3.1 Not Applicable

j allowed free air to pass between fire areas and raised questions of structural

j htegray, making the seals ineffective fire barriers The problem was provously
identified in 1990 and was thought to have been corrected after a 100 percent,

j aurvey in 199192 and subsequent repairs / rework. The cracking was again

4 identified in March 1993. The investigation of the problem was scheduled to be

}
completed by May 31,1993.

i b. The Pyrotronicsilre protection computer system, which monitors fires in various 36 A 4.1 C 4.1 V.S.1:b(3)

i plant areas and alarms h the control room, was unrohable with numerous chronic F 3.1 ORP 53,54
j problems, includeg defective detectors and electronic transmitter boards.
j Numerous falso alarms frequently annunciated (20 30 each day) and control

j room operators could not quickly ascertain which detector was in alarm status.

c. Replacement parts were not evensbis (for the Pyretronics) because the system 36 A 4.1 C 4.1 V.8.1,b(3)
was obsolete. Although a modshcahon was proposed to replace the system, the F 3.1 ORP 53,54
modification received low priority, and was not scheduled for instauntion untR,

i 1996. The team raised concems about the system rehability and the ability of
; operators to determine if and where a fire existed.

j d. At the time of the evaluation, the beensee had a large hacidog of 361 open SRs 36 A 4.1 C 4.1 V.8.1.b(3)
for the fwe protection systems. . The large backlog indicated that the renabRity of F1.1 V.8.2.g

i the fire protection system was questionable ORP 53, 54,
,

! 1 62
!

;

1

.
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(
e. In April 19g3, the licensee located sigrwhcant quantities of transient combustibles 37 DJJ2 Ott Not Applicable

such as wooden tables, waste oil, ou somkod rags, and miscellaneous 37 5,L1 (5,.2
combustbie items located throughout the plant. The presence of such large
amounts of transient combustibles was indicative of an inadequate control

program

2A1 Ineffective Direction and Oversight Management and Organization

a. Senior management failed to provide the staff clear dwection and oversight in 38 A 1.1 A 2.1 VA2
B 1.1 D 5.1 VA3

several key areas includwig performance standards and station priorities
D 5.5 ORP 44 - 50

Frequent, conflicting messages about implementation of these standards and
gMies were sont by senior management.

b. Numerous uncontrolled memoranda and oral hatructions were used to change 38 A 1.1 B 1.1 Not Applicable
B 2.1 B 3.1standards and priorities. .. Management's stated emphasis on 'doing things right,
D 2.1 D 5.1

not just doing them* often seemed to conflict with these memoranda and
D 5.5 D 6.2instructions. As a result, the staff questioned the credibility c,f senior

management.

c. Mak'le managers often failed to obtain feedback on problems and give consistent 38 A 2.1 B 1.1 Not Applicable
B 2.1 B 3.1direction because they did not interact frequently eaough with people in the plant.
C 3.1 D 5.1
D 5.5

d. Although the hcensee irutiated the management surveillance program in 19g0 in 38 A 1.1 A 2.1 Not Applicable

B 2.1 83.1
an attempt to increase management's presence in the plant, the plant staff did

D 5.1 D 5.5
not fully accept this program. The perception by plant personnel was that the

F 2.1,

managers focused on minor housekeeping items rather than effectively

{ 'terfacing with personnel and providing one-on-one direction and feedback.
_

its lack of clear and consistent station management direction combined with 38 A 1.1 A 5.1 VA2
It A 5.2 A 5.3 VA3

semor management's over involvement in lower level issues created a
A 5.4 B 1.1 ORP 44 50

walespread perception that middle managers had little authority.
B 2.1 D 5.1
05.5

i

f. Over. involvement contributed to a high senior management workload, limited 39 A 1.1 A 2.1 VA2
B 1.1 B 2.1 VA3

their time available to focus and provide direction on higher level issues, and'

D5 0 5.4 ORP 44 50
discouraged ownership and accountabihty at the lower levels of management.

7

39 A 1.1 A 2.1 VA2i
g. Many of the plant's more important activities and initiatives, such as root cause

C 1.1 05.5 VA3i

i analyses, diMt receive consistent and clear management dwoction and didn1
E 1.1 E 1.2 ORP 44 50

have an owner that really felt accountable.'
E13 E 1.4

'

I 3g A 1.1 B 1.1 VA2
|

h. Key performance issues were often not fully appreciated by senior management
B 2.1 D 5.5 VA3

oven after they were identified by outside industry and regulatory agencies, ORP 44 50
despite precursors and womings within the organization at STP.

3g A 2.1 D 4.2 Not Appheable
L Meet managers at STP lacked commercial nuclear experience outside of STP.

D 4.3 D 5.5
Some managers had Navy nuclear expertence, but had very limited exportance'

atSTP.
3g A 2.1 D 4.2 Not Applicable

! }. Many managers had recently been rotated into positions for which they had little
D 4.3 D 5.5

background. The majority of the department level managers had been rotated
,

j
one or more times during the past year.

.

! l.
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2.4.2 Poor Support and Resource Utilization Management and Organization (
,

i a. Management failed to provide and adequately focus sufficient resources to 3g A 1.1 A 4.1 VA2
maintain performance levels and standards for the existing plant conditions. A42 A 5.2 VA3

!, Significant station activities were not adequately funded despite the clearly stated C 1.1 D 52 ORP 44 48,

objections of the responsible middle level managers. D 5.3 D 5.4 50
D 5.5

b. Middle level managers perceived that resources would not be approved if the 3g A 1,1 A 4.1 VA2
proposed line stem caused the department budgets to exceed the target budget A 42 A 52 VA3
levels established by senior management. C 1.1 D 5.2 ORP 44 - 48,

D 5.5 50

STP management had not established management systems that would 3g A 1.1 A 5.2 VA2c.
effectively and offciently accomplish the strategic goals listed in the MOP by B 2.1 C 1.1 VA3 |
Implementing these goals into the daily work schedule. C 1.2 05.4 ORP 44 48, i

1
D 5.5 50

d. The planning. scheduling, and work process controls did not support the timely 39 A 4.1 A 52 111.B.1

and reliable completion of work by maintenance, operations, and engineering. C 1.1 C 12 V.B.1.b (1)
Althot gn station management had recognized this problem, they had failed, until C 4.1 D 1.1 V.B.2 b

recently, to focus the necessary resources to correct this situation. D 5.2 D 5.3 ORP 14
F 1.1

Senior management's reaction to unforeseen, emergent work was to defer or 40 A 4.1 A 52 VA3e.
cancel other previously budgeted line items to maintain the target budget C 1.1 C 1.2 ORP50
expenditure goals. . . STP routanely experienced a significant end-of. year deficit D 5.3 D 5.5

in the accomplishment of planned, prionty work because of the failure to

j adequately anticipate and budget for emergent work.

f. Staffing levels were raarginal or insufficient in several key areas. 40 A 4.1 C 1.1 VA3
C 2.1 C 3.1 V.B.1.s
C 5.1 C 5.2 V.B.3.c
D 5.2 ORP 50 52

g. Recommended staffing levels in the most recent (outside contractor] study were 41 C 1.1 C 2.1 V.B.1.a

based on incorrect assumptions on productivity. C 3.1 C 5.1 V.B.3.c
C 5.2 ORP 51,52

h. Staff productivity was not effectively measured or understood by management. 41 A 1.1 D 1.1 Not Applicable

Although the licensee identified inefficient work control processes as major D 3.1 D 3.2
contributors to the large work packlog, the MIS did not provide adequate D 3.3 D 3.4
measures of staff productivity. The maintenance required to complete SRs was D 3.5 D 3.6
not accurately measured and no system existed to measure engineering staff D 3.7 D 3.8

productivity. Adddionally, the licensee did not account for all overtime worked by D 3.g F 1.1

salaried employees.

1. In addition to staffing based upon incorrect assumphons on productivity, the 41 A 4.1 C 1.1 Not Applicable

licensee generalty appeared to be staffing based upon levels predicated on the C 2.1 C 4.1

station operating in a stable condition with only long term requirements and no C 5.1 C 5.2
signdicant bacidogs or emergent workloads. D 5.2 D 5.3 |

D 5.4 i

). Support of training, including funding, was weak. 41 A 4.1 C 1.1 VA3
04.1 D 42 ORP 50
04.3 D 5.2 |

k. The scope and duration of operations training was frequently altered to support 42 A 4.1 C 5.1 V.B.1.a
manpower shortages in the plant. C 5.2 D 4.1 ORP52.

D 4.2 D 4.3
D 5.2 |

|
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42 A 4.1 A 4.2 V.C.8
L Management dd not adequately budget for or effectively manage

C 1.1 D 5.2 ORP 88 89
spare / replacement parts.

)

I m. Several probioms identified by the team indicated that this system [ master parts 42 See ORP V.C.2
ORP 79,80,

! list] may have been based on an inaccurate economic model, coupled with errors 88, 89

]
in the plant labeling system.

n. It appeared that management considered the entire inventory as homogenous 42 A 4.2 V.C.8
ORP 88,89

|
when assessing inventory tumover frequency rather than separatmg long. term
etrategic from rotating stock. When requested by the team to provide numbersj

; identifying the tumover frequency of routmely used parts, R was apparent mat
these figures were not considered or monitored by STP.i

42 A 4.2 C 1.1 VA3
o. Station improvernents were adversely impacted due to budget pressures

D 5.2 05.5 ORP 50,79,
Examples: Plant Labeleg Program; Engmeenng improvement Program, 80

'1 Management and Organization
2.4.3 Communicatione and Teamwork Were Weekj

'|
a. Expectations regardog competing priorities between budget, schedule, and 42 A 1.1 A 4.1 VA2

A 4.2 8 1.1 ORP 44 48
safety performance were not communicated well.

C 1.1 C 1.2
C 4.1 D 5.2
D 5.4 D 5.5

,
.

b. Vertical communications were partH:ularly weak. Senior managers did not foster 42 A 1.1 81.1 VA2
B 2.1 D 5.1 VA3'

frank, open feedback from lower managers and staff.
D 5.2 0 5.3 ORP 45,47,

D 5.5 48,

f
,

c. Horizontal communications and interface problems added to the difficuty of 42 A 1.1 B 1.1 VA2

i compieting work useg established processes. There was a lack of coordination D 1.1 05.1 ORP 47,48

D 5.2 D 5.3
I and accountability between disciplines during routine work. As a resuR. an

excessive number of task forces, outside the normal organization, seemed to be D 5.4 D 5.5
F 5.2 F 6.1,

! required to accomplish work.

1

1 d. The level of routme administrative workload and the reactive mode of the 43 A 1.1 A 4.1 VA2

|
organization tended to leave little time for communicath ns and coordination A 4.2 B 1.1

within work groups and with other groups. This problem existed, to some extent, C 4.1 D 5.4

: at alllevels of the organizaton.
|

|
e. The team observed during meetings to discuss the Unit 1 workload and startup 43 A 2.1 C 1.1 V.B.1.s j

schedule that senior management did not appreciate the impact of their startup C 4.1 D 5.2 ORP52
i

| achedule expectation on the operations department workload and had not D 5.3 D 5.4

accurately weighed the competing priorities of safety and schedule adherence D 5.5
;

partly due to a lack of operation's input into the startup schedule

; f. Management had failed, in some cases, to clearty define and communicate 43 A 1.1 B 1.1 VA2

| appropriate standards and priorities for personnel and plant performance. In D 5.5

I addition, there wors often conflicting messages sent in the implementation of ,

|

these standards.
!

g. The threshold of SPR initiation and depth of root cause analyses were not well 43 A 1.1 B 1.1 V.C.1
-

dafined, and communicated to the staff. As a reeut, the quality of root cause E 1.1 E 1.2 ORP 78

analyses was often weak, but varied sipincantly between groups and indviduale E 1.3 E 1.4
; E 2.1' within a group.

.

h. The MOP goal of increased reliability was in conflict with the r.iefenal of 43 A 1.1 C 1.1 Not Applicable

C 1.2 C 4.1
! maintenance.

O 5.5 F 1.1
| I

:

1

I
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L The team attended meetings where senior management dominated the meeting 43 A 2.1 81.1 VA2'

1 to such an extent that there was little communication except top down. On 82.1 83.1
several occasions after senior management left the meeting, the team observed 8 4.1 D 5.1

D 5.3 D 5.4.

markedly improved communications and coordination.;
D 5.5

?

J. Although both programs (4panimut and Employee Assistance) were supposed to 43 82.1 B 3.1 V.C.10
E 2.1 ORP go

be anonymous, there was a perception among many employees that these
programs were not, which limited their effectiveness ~

!
k. There was also a perception that management was not interested in hearing 44 A 1.1 B 1.1 VA2

|
about problems as demonstrated by the lack of results when issues were brought B 2.1 D 5.1 VAS

D 5.3 D 5.5
j forward.

2.4.4 Ineffective Corrective Action Provees Mercyr.;;3 and Organization
4

,

a. Poor problem identification, shallow root cause analyses, inadequate safety 44 A 4.1 A 4.2 VA3
impact evaluations, and lack of aggressive problem resolution, combined with C 1.1 C 1.2 V.C.1f

j poor information systems and budgetary constraints, resulted in short term rather D 3.1 D 3.2 V.C.5
;

D 3.3 03.4 ORP 50,78.
than long term solutions to station problems.1

D 3.5 D 3.6 84
03.7 D 3.8
D 3.g E 1.1

|,
E 1.2 E 1.3

|
1 E 1.4

1

j b. The team found several examples where confusion and lack of training resulted 44 04.2 04.3 V.C.1

,

in SPRs not being issued in a timely manner on safety-related equipment. The D 5.4 D 5.5 ORP 78

j licensee's OA department had repeatedly nohfied management of a weakness in E 1.1 E 1.2

the definition of ' conditions adverse to quality * which resulted in licensee E 1.3 E 1.4
,

personnel not being aware of when to write a SPR. E 2.1

i c. Addnic,nally, lack of effectiveness in reporting problems reflected workers' 44 A 1.1 A 4.1 V.C.1

willingness to live with problems, due at least in part to conflicting management A 4.2 B 1.1 ORP 78
$

) expectations and standards regarding material condition. D 5.1 D 5.2
' D 5.3 D 5.5

E 2.1 F 5.2'

|

d. Severalindividuals outside of the CAG who performed root cause analyses had 45 D 4.2 D 4.3 V.B.3.b4

not been adequately trained. Also, in the case of engineering, individuals D 5.5 E 1.1 V.C.1

performing root cause analyses often were not knowledgeable on the system or E 1.2 E 1.3 ORP 65 75,,

; E 1.4 F 3.1 78
j component of concom.
I

e. Additionally, until very recently, the licensee had not identified fatigue as a root 45 0 5.1 D 5.3 V.C.1

. cause of personnelerrors. D 5.4 0 5.5 ORP 78
f E 1.1 E12

E 1J E 1.4,
<

f. The team identified several instances where inadequate safety evaluations 45 C 2.1 C 3.1 V.C.1

resulted in ineffective corrective actions. D 4.2 D 4.3 ORP 78
.

D 5.5
|

g. The team identified several examples where timely and effective corrective 45 05.5 E 1.1 V.C.1

actions were not takerL E 1.2 E 1.3 ORP 78
,

|
E 1.4

j h. Although senior management expressed the desire to become more responsive 45 A 1.1 A 4.1 VA3
on corrective actions, it appeared from documentation and nterviews that little A 4.2 C 1.1 ORP 50

;

progress had been made and that budgetary pressures had an adverse impact C 1.2 C 4.1
| ;
! on corrective actions. D 5.5 E 1.1

E 1.2 E 1.3
E 1.4

t

!
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NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION DER ACTION ORP
PG. PLAN

1. The CAG had been budgeted to perform .... However, the current woridoed was 45 A 4.1 C 1.1 V.C.1 *

more than twice this amount as well as additional scope.(paraphrased) C 1.2 D 5.1 ORP 78
D 5.2 D 5.3
D 5.4 D 5.5
E 1.1 E 1.2
E 1.3 E 1.4

45 C 1.1 C 1.2 V.C.1
J The team found that the CAG had been funded by reducing or eliminating the

corrective action funds of other departments, in fact, the compative acdon D 5.1 D 5.2 ORP 78

woridoed had increased in maintenance, operations, and engineering since the D 5.3 D 5.4

establishment of the CAG. The limited staffing available for SPR review and root D 5.5 E 1.1
E 12 E 1Jcause analysis had contributed to shallow and hurried efforts
E 1.4

k. The team found the CAG lacked ownership of the corrective action program with 46 A 1.1 D 5.5 V.C.1

respect to the SPR reviews and root cause analysis rd performed by CAG. E 1.1 E 1.2 ORP 78
E 1.3 E 1.4

1. The effectiveness of ISEG in identifying root causes of problems and proper 46 A 4.1 05.1 V.C.1

corrective actions ras also limited. The scope and detail of work assigned to D 5.2 D 5.3 ORP 78

ISEG had exceeded the capability of the assigned staff to 1.1eet those functions D 5.4 0 5.5
E 4.1required by techriical specifications in a timely manner.

m. Coordination of the OER program suffered severely from ISEG's overloaded and 46 A 4.1 D 5.2 Not Applicable

D 5.4 0 5.5
limited staff.

E 4.1

n. Managements failure to provide more than the technical specification minimum 46 A 4.1 D 5.1 Not .W8Ma
D 5.2 0 5.3staffing for ISEG and the frequent change or absence of ISEG directors were

( further evidence of management's lack of support for corrective actions. D 5.4 D 5.5

2.4.5 Ineffective Utillaation of Self-easeeement and Quality Oversight Functions Management and Organization

a. Managers did not respond effectively to the findings, concems, and 46 A 1.1 A 4.1 VA2
recommendations of their principal self. assessment and quality oversight D 5.1 D 5.3 VA3
functions, including the NSRB and QA. In addition, management had not fully D 5.4 D 5.5 ORP 44 50

E 3.1
se=>~1ed the ISEG review for lessons loamed.

2.4.5 inadequate information Systema Management and Orgenlaation

i
s. The computerized information system consisted of several non-integrated 47 D 3.1 D 3.2 V.B.1.b (4)

hardware configurations, including seven local area networks There were also D 3.3 03.4 V.C.5
-

several uncontrolled computer programs utilized in the control room for various D 3.5 D 3.6 ORP 55,84
f

work control processes. There was no interactive interface between the different D 3.7 D 3.8
; D 3.g D 52
| computers which meant that similar data was duplicated on different computers.

This method of managing data was inefficient and increased the probability of
error due to mult$le entry at different time intervals. The team found that data in
several areas was unreliable.

b. STP was experiencing significant delays in processing data from its main 47 D 3.1 D 3.2 V.C.5

computer system due to hardware and processing limitations. 48 0 3.3 D 3.4 ORP 84
03.5 D 3.6,

D 3.7 D 3.8
D 3.g D 52
D 5.4

c. The team identified and confirmed the following weaknesses in information 48 D 3.1 03.2 lit.C.3.c

systems: Equipment history records were incomplete and approximately eight D 3.3 D 3.4 V.C.5

weeks behind in being updated. This resulted in the licensee's tendency not to D 3.5 D 3.6 ORP 27,84
j D 3.7 D 3.8rely on these records.

D 3.g D 5.2
0 5.4 F 7.1
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NRC DIAGNOSTIC EVALUATION TEAM REPORT OBSERVATION DER ACTIDN ORP
' PG. PLAN
. 1

d. The team identified and confirmed the following weaknesses in Information 48 D 3.1 D 3.2 V.C.5'

systems: The acquisition of parts information was cumbersome, slowing down D 3.3 D 3.4 ORP 84,88

maintenance work package preparation. D 3.5 D 3.64

: D 3.7 D 3.8

! D 3.9 D 5.2
D 5.4 D 5.5

]4 F 6.1
1

! e. The team identified and confirmed the following weaknesses in information 48 C 4.1 D 3.1 V.C.5

systems: The hformation system used for outage planning was not capable of D 3.2 D 3.3 ORP 84
,

] performing assessments of critical path items. D 3.4 D 3.5
D 3.6 03.7

1; D ie D 19

[ D 5.2

f. The team identified and confirmed the following weaknesses in information 48 C 2.1 C 3.1 V.B.3.d

i systems: Computer assistance to aid the system engineer in do;;umenting and D 3.1 D 3.2 ORP 71,72

trending system performance and condition was not generally available. The D 3.3 D 3.4
,

: licensee had purchased approximately 700 personal computers in 1992 D 3.5 D 3.6
however, m at of these remained in the warehouse at the time of the evaluation. D 3.7 D 3.8'

i D 3.9 05.2

g. The team identifed and confirmed the following weaknesses in information 48 D 3.1 D 3.2 Not Applicable

j systems: The PRA database was not updated to reflect actual plant failure data. D 3.3 D 3.4 1

D 3.5 D 3.6

| D 3.7 D 3.8

j D 3.9 D 5.2

{ |
h. The team identshed and confirmed the following weaknesses in information 48 C 1.1 C 1.2 V.C.5 1

systems: Information used to derive plant performance indicators was inaccurate D 3.1 D 3.2 ORP84
|, and misleading. D 3.3 D 3.4
i D 3.5 D 3.6

| D 3.7 D 3.8
D 3.9;

:

i 1. The team identified and confirmed the following weaknesses in information 48 C 1.1 C 1.2 V.C.5 j

i systems: Information to support management in budget justification was missing D 3.1 D 3.2 ORP 84 '

! or inaccurate. D 3.3 03.4

| D 3.5 D 3.6
i D 3.7 D 3.8

! D 3.9 D 5.4

{
D 5.5

|

| J. The team identified and confirmed the following weaknesses in information 48 A 1.1 C 1.1 V.C.5 |
; systems: Staff productivity measurements were nonexistent or misleading. C 1.2 D 3.1 ORP84 |
| D 3.2 D 3.3

! D 3.4 D 3.5
D 3.6 D 3.7

.' D 3.8 D 3.9
D 5.2 05.5

k. The hcensee was in the process of purchasing a new computer program directed 48 D 3.1 D 3.2 V.C.5,

at improving information systems. However, managements errors b establishing D 3.3 D 3.4 ORP 84
the current system were being repeated in the information knprovement program D 3.5 03.6

! in that input and feedback from end users was not being adequately D 3.7 D 3.8
| .wweted. D 3.9 D 5.3
!

L Management's lack of support for information systems improvement was further 48 A 1.1 A 2.1 Not Applicable
,

; evidenced by the failure to replace, in a timely manner, the manager responsible D 5.4 05.5*

for the improvement program following his promotion to another on-site
,

| organization.
*

1
!

|
1
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FOCUS AREA INITIATIVES ACTION PLANS
| Index -

! f'
Focus Area Action Plan

Leadership and Management A1.1 Establish and communicate goals.
.

1 A2.1 Technical supervisory / people sidil requirements.

A3.1 Develop processes that are used to implement changes on site.'

.

A4.1 Balance between ahort-term costs and long-term investment.

| A42 Demonstrate a cei itiieit to long-term improvement by investment
in programs that have long-term benefits.

AS.1 Identify inequities between organizations.;

A52 Ernployee incentive Program.
AS.3 Facilities and Work Areas equity.

; AS.4 Corporate and station policy applicatim.
; Communication and Teamwork B1.1 Foster a culture and develop processes, promote station standards

for communication and teamwork.
d

B2.1 Increase individual involvement, improve personnel and customer
involvement.

]
{ B3.1 Develop the most effective communication tools for conducting

'

business.
i B4.1 Implement a continuous improvement process.

Resources C1.1 Planning / Budgeting guidelines.
1

C12 fntegrated management systems.
,

l C2.1 Clearly define responsibilities / site expectations for System Engineers.

C3.1 Improve System Engineering organization performance.

| | C4.1 Establish pnonty system (s) and scheduling support plan.

C51 Short-term (prior to each unit start-up) Operator staffing.
CS2 Short term and long. term operator staffing.*

C6.1 Cost-benefit analysis for a second control room simulator.j
Human Performance DI.1 Analyzing, improving, and maintaining effective work processes.

i D2.1 Administration, control, standards, etc. for STP procedures.

D3.1 Establish a site Management Information Systems Users Group.
.

D3.2 Long Range Information Systems Plan..

D3.3 Local area network centralized databases.'

i D3.4 Short-term Plan for automation and communication.
D3.5 Long-term Plan for automation and communication.
D3.6 Improve Information Systems business processes.
D3.7 Information Systems and user training.
D3.8 Ensure Station software is developed and maintained.

D3.9 Data / Validation Control procedure for Databasss.

: D4.1 Improve coordination between Plant and Training department.
D4.2 Establish personnel training as a Station priority.

D4.3 Develop and implement a long-range training vision and plan.
D5.1 Improve environment promoting individual respect and teamwork.
D52 Assess station philosophy regarding resources.

' D5.3 Improve morale and work ethics to enhance human performance.
DS.4 Time management standards that promote human performance.

'

D5.5 Philosophy promoting empowerment of employees / develop

| responsibility / accountability.
D6.1 Short-term Technical Specifications enhancement.

;

: D6.2 Long-term Technical Specifications enhancement.

*w.wesumumamxmmxtap we
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Focus Area Action Plan
D7.1 Evaluate existing extemal commitments.

I D72 Improve external commitment management process.-

D8.1 Consolidate and maintain the licensing and design basis of facility.

; Self Assessment & Corrective Action E1.1 Ensure adequate and effectwo problem identification, etc.

E12 Ensure adequate and effective root cause analysis.

E1.3 Ensure adequate and effective correctrve action selection and
implementation.

E1.4 Ensure adequate and effectwo trend analysis and oversight.

) E2.1 Educate station personnel / correcting problems.
i

E3.1 Culture that promotes continual self-assessment and problem
I

J correcton.
E4.1 Enhance site OER program.

.

E42 Enhance vendor Technical Information program.

! Material Condition & Plant Reliability F1.1 Reduce bacidog of material condition deficiencies. )
|

]
F2.1 Housekeeping and equipment / structure preservation practices.

4 F3.1 Equipment failure / repetitive maintanance root cause analysis
program. ,

F4.1 Improve Preventive / Predictive Maintenance program.

F42 Enhance reliability centered Maintenance program.
,

FS.1 Enhance elements that facilitate quality work performance.
,

FS2 Enhance performance standards / measures / expectations.

FS.3 Improve interface between Quality Control and Maintenance. !

iF6.1 Improve work package planning process.
|

F7.1 Backlog of engineering documents and unincorporated amendments.
.

;

i

k
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OPERATIONAL READINESS PLAN
Index

1. Introduction and Purpose

11. Integrated Schedule for Resumption of Power Operation

Ill. Material Condition and Equipment Readiness

A. System Certification

B. Maintenance Backlog Management
General
Criteria for Resumption of Power Operation
Backlog Reduction Goals

C. Engineering |

General |
Criteria for Resumption of Power Operation i

Backlog Reduction Goals by Engineering Category'

g

i
' l

|
D. Specific Equipment issues

:
Turbine Driven Auxiliary Feedwater Pump ;

Essential Chillers
Molded Case Circuit Breakers

1Technical Support Center Diesel Generator
| !

Inoperable Automatic Functions
Target Rock Solenoid Valves !

iComponents on increased Test Frequency
Surveillance Flow Instruments

IV. Assessment Process
;

i V. Specific Operational Readinecs issues

!

L A. Management Structure and Effectiveness
Management and Organizational Changes

i Management Commitment and Communication Initiatives
Management Effectiveness

! !

!

|
,

]
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OPERATIONAL READINESS PLAN-

index
,

4

:
z

B. Organizational Readiness
Operations
Maintenance<

System Engineering
1 Overall Nuclear Engineering Support

Technical Servicesi

>
-

C. Other Program Enhancements
; Station Problem Reporting

| Equipment Labeling
! Locked Valves
| Preventive Maintenance (PM) Program

Station Informetion Systems
Surveillance Procedure Enhancement Program
Post Maintenance Test Program
Spare Parts Program-

Operations Policies and Procedures

!

i

i

: !

,

j l

.
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1
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PRE-DECISIONAL.

SO(ITH TEXAS

!. BASIS FOR CONCERN

South Texas project (STP) has had a decline in performance during the past
two Systematic Assessment of Licensee Performance (SALP) periods. I
Performance problems stem from three broad areas, which include material
condition and housekeeping, human performance, and organizational
performance. ,

I

Historically, hardware problems, some of which are repetitive, have ;

resulted in numerous plant trips, transients, engineering safety features
(ESF) actuations, and forced outages. Most of these system and component
problems have been limited to balance-of-plant equipment, but there are
longstanding safety-related hardware problems that have not been fully i

resolved.

There are several underlying causes for the poor material condition and
the poor level of housekeeping outside of the radiological controlled area
(RCA). These include: the age of the equipment (although Unit I and Unit
2 only have been operating since 1988 and 1989, respectively, the
construction period was lengthy); lack of preventive maintenance of non-
Technical Specification governed equipment; a perceived lack of ownership '

by the Operations Department; weaknesses with the work control, planning,
and scheduling processes; design problems; poor craft workmanship; lack of
engineering support; lack of management and supervisory visibility in the
plant; and, insufficient resources or ineffective resource allocation in
the maintenance area. The licensee has not been able to effectively ,

manage the corrective maintenance backlog. Poor prioritization of i

corrective maintenance work items has resulted in increased safety system ;

unavailability and unnecessary actuations of ESF components. The level of |

housekeeping outside of the RCA is poor. |
;

Personnel errors also have resulted in reactor trips, ESF actuations, and ,

|
Technical Specification violations. The results of the routine inspection

'
,

program identified several causes for personnel errors that have resulted;
in plant events. These include: inadequate procedures; inattention to'

|
detail; miscommunications; lax attitude of accomplishing work; and
inexperienced or poorly trained personnel,4

i

i Other problems and concerns pertaining to organizational performance have
|

been noted. Over the past two years, several instances of willful
' violations were committed by low-level licensee and contractor personnel.

Most were in the Maintenance and Nuclear Security Departments. Of the 25
open Department of Labor (DOL) Section 210 (211) complaints that involve
Region IV power reactor licensees, 12 pertain to current and former STP
employees and contractor personnel. DOL has ruled, or is expected to rule

,

; that STP discriminated against four individuals for engaging in protected
activities. Management and worker morale appears low in some departments.
The Plant Operations and Nuclear Training Managers recently left the

; facility. They expressed concerns to NRC about the management style of
senior licensee management. Several instances of internal and external
miscommunications have been noted. During two 1992 events, station

_
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In December 1992, the licensee began to implement a site-wide climate I

survey to all station personnel. The results are expected in February ;

1993.

Several management changes have occurred at STP over the past six months. :

In May 1992, the Plant Manager, Mr. Mark Wisenburg, was replaced by Mr.
Gary Parkey, the former Planning and Assessment Manager. In June 1992, :

the Vice President of Nuclear Support retired and his responsibilities l

were assigned to other existing organizations. In July 1992, Mr. Thomas i

Underwood was assigned to the new position of Deputy Plant Manager. In
,

September and October 1992, the Plant Operations Manager and the Nuclear i

Training Manager, respectively, were dismissed. These positions were
subsequently staffed by other licensee managers. Because these changes
are recent, the Region has not fully evaluated their effectiveness.

A regional team inspection was cont Lcted in February 1992, which evaluated
STP's program for implementing requirements of Generic Letter (GL) 89-10,
" Safety-Related Motor-0perated Valve Testing and Surveillance." The team
identified that many motor-operated valves (MOVs) were overthrusting when
operated. In addition, an NRC Vendor Branch Inspection determined that

,

stall thrust and overthrust information supplied by Westinghouse could not I

be used generically by a licensee without a site-specific evaluation.
During an inspection conducted in November 1992, region-based inspectors
determined that the licensee has resolved these issues.

In March and April 1992, a special regional team inspection was conducted |
to gather information to enable NRC to address several allegations and i
related concerns that were identified in a 10 CFR 2.206 petition. NRC !

substantiated a number of the petitioners' concerns and allegations but |
most did not have a direct bearing on safety or regulatory requirements. !

Two violations were identified involving escorting of site visitors. In I

addition, issues were identified regarding'the effect of an increasing |
service request backlog. An Office of Investigation (01) investigation of i

an alleger's claim of employment discrimination (termination for engaging l
in protected activities) has been completed, and the report will be issued ;

in the near future. |

9 1

A special inspection was conducted in May and September 1992, relative to :

the failure by the licensee to independently test the reactor trip breaker i

shunt trip coil, entry into Technical Specification (TS) 3.0.3 because of
the deficient surveillance test, licensee management's failure to inform I;

licensed operators of this condition, and a second TS 3.0.3 event. Five f

| apparent violations were identified, one of which is potentially willful. ;

An enforcement conference will be conducted following the completion of an ;

OI investigation of these issues. |
1

! The most recently completed SALP period was from June 2,1991, to !
August 1, 1992. The area of Plant Operations remained a Category 2. A

j

declining trend was identified in the Maintenance / Surveillance functional
area, which resulted in a performance rating of Category 2, Declining.

t i

3 l
: l
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'

DATA SUMMARY
!

I. OPERATIONAL PERFORMANCE |
l

A. Scram Summary

None j

B. Sionificant Operator Errors

None

C. Procedures

During the past few months, numerous examples of plant events and
problems have been caused by the failure to follow procedures or
following inadequate procedures. These procedure probicm have

|caused ESF actuations. loss of equipment availability, and Technical
Specification violations.

I

II. CONTROL ROOM STAFFING

A. Number of Licensed coerators

SM B_Q TOTAL |

Licensed |
'

Operators 47 39 86

B. Number and Lenoth of Shifts

5 shifts: 3 operating (8 hour shifts), 1-training, 1-off
1

C. Role of STA

One STA is shared between the two units. They are not assigned to
a specific shift crew, nor do they receive training with a specific
shift crew. STA's do not hold a senior operator's license. The
STA's primary duty is to act as an accident prevention and
mitigation advisor to the shift supervisor.

D. Recualification Procram Evaluation

The requalification program was evaluated as satisfactory during
separate evaluations in March 1990 and March 1992. A licensed
operator training inspection will be conducted at South Texas during
January 1993 in accordance with Temporary Instruction for Licensed
Operator Requalification Program Evaluation.

,

i

1

5
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components are not considered new. There have been many plant
events and forced outages primarily because of balance-of-plant
equipment problems.

B. Other Hardware issues

Several longstanding problems associated with the essential cooling
water system (dealloying and weld cracking), the emergency diesel
generators, the main feedwater system, Westinghouse Model DS-206
circuit breakers, and essential chillers.

The maintenance service request (SR) backlog consists of
approximately 5400 open SRs. The licensee has been unsuccessful in
significantly reducing the backlog of open SRs. In addition,

difficulties in work coordination and planning have resulted in
decreased safety system av111 ability.

VI. PRA

A. PRA Insichts

STP is a newer Westinghouse four loop NSSS with a 3 train ECCS
design. The ECCS design is unique in that each train delivers flow
to a specific RCS loop with no ECCS injection into RCS loop 4 and no
cross ties to the other loops. The success criteria for a large
break LOCA requires one train of injection to an intact loop. For
a small break LOCA, any one train of ECCS is sufficient regardless
of the location of the break.

The RHR pumps are separate from the LPSI pumps and the entire RHR
system is inside containment. The HPSI pumps take suction directly
from the sump. Therefore, they are not dependent on suction from
the LPSI pumps in the recirculation mode.

There are 3 EDGs per unit (one for each ECCS train). The
reliability of all six EDGs is above 0.975. However, the
unavailability due to maintenance is higher than the industry
targets.

B. PRA Profile

The STP PSA was submitted to the NRC in 1989 and included analyses
of internal and external events. As a result of the PSA findings,
an important modification was implemented. This was the connection
of the positive displacement charging pump to the technical support
center DG to provide RCP seal cooling in the event of a total loss
of AC power.

STP responded to GL 88-20 by submitting a level 2 IPE and IPEEE in
August, 1992. The original PSA estimated a core damage frequency

7
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PENDING The staff is considering escalated enforcement action for i

apparent violations associated with inadequate licensee (
control of actions upon entry into Technical Specification

,

' 3.0.3.
i

7/1991 SEVERITY LEVEL III VIOLATION - This case concerned physical I

security violations including one STP employee bringing a !;

firearm into the protected area. The NRC Staff mitigated the ,

Ibase civil penalty of $50,000 based on licensee identification,

)of the violations and the fact they took prompt corrective
action.

12/1991 CIVIL PENALTY - This case involved the licensee's failure to
keep complete and accurate records concerning safety-related;

equipment. ($50,000)

PENDING The staff is considering escalated enforcement action for a i

finding by the Department of Labor that the licensee
discriminated against an individual during the construction of
the plant.

|

9
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I ATTACHMENT 1

STATUS SUNiARY OF REGION IV STAFF ACTIONS

Issue 1: A number of operator workload issues were raised as a
result of the diagnostic evaluation at STP. Given the
conditions that were prevalent at STP, the design of ;
the facility, and operator workarounds, the scope of '

responsibilities and administrative work of the
operating staff was excessive. For example, the team
concluded that operator staffing, although it exceeded
TS minimum requirements, was strained in accomplishing
the complex tasks for a scenario involving shutdown
from outside the control room.

Staff Action 1.(a): Assess operating staff workload issues at STP and the
management actions to resolve them.

Status: This issue is considered a restart issue. The
licensee's Operational Readiness Plan addressed
several initiatives to increase staffing and to reduce
the administrative workload of the operators. The
Region IV inspection in this area is planned to be
performed in two segments. The first segner:t is
scheduled for the week of November 1,1993, and the
second segment is scheduled for the week of
November 29, 1993.

Issue 3: A limited review of the fire protection area |

identified deficiencies at STP associated with: the :<
l

I fire protection computer alarm system and operator
training on the system, a large backlog of service
requests on fire protection systems, control of i

.

transient combustibles in the plant, and fire brigade |'

leader qualification. STP management did not oversee ,

and direct the efforts to resolve the above |

|
deficiencies in a timely manner.

! Staff Action 3: Conduct a followup inspection of the fire protection >

deficiencies at STP.
|

Status: This issue includes two restart issues: (1) adequacy
of fire brigade leader training and qualifications;
and (2) adequacy of the fire protection computers and
software, the licensee's success in reducing the
number of spurious fire protection system alarms, and'

other fire protection hardware problems. The first
segment of the Region IV inspection of these issues

| was conducted during the week of October 18, 1993.
Preliminary results of this inspection were favorable,
indicating considerable progress. A followup
inspection will be scheduled prior to unit restart.

|

|
*



___ _ . --. . _ . -_ .-

.

; -2-
;

Issue 8: In the transmittal letter forwarding the diagnostic
evaluation report, HL&P was requested to review the
report and respond within 60 days describing actions
they intend to take to address root causes of
identified weaknesses.

Staff Action 8: Review and evaluate the licensee's response to the
diagnostic evaluation report for completeness.
Prepare an appropriate reply for EDO si .'ature.t

Status: The licensee submitted its 1994 - 1998 South Texas
Project Business Plan on October 15, 1993. The
Business Plan and the previou.11y submitted Operational
Readiness Plan are intended to address the diagnostic
evaluation firdings and other performante issues
identified by NRC and the licensee. Both are
currently under staff review. The STP Restart Panel
members discussed the Business Plan in a Panel Meeting
that was held on October 28, 1993. In addition, the
licensee provided a briefing on the Business Plan in a
public meeting at the site on October 29, 1993. A
reply to the licensee's submittals is currently being
prepared for ED0 signature.

l

l

a

|
l

I
'
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l
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February 17. 1993

South Texas Project

The NRC has announced that the South Texas Project will be the subject of a
Diagnostic Evaluation Team (DET). The decision to conduct a diagnostic
evaluation at South Texas resulted from concerns and unresolved questions
related to the licensee's performance and the effectiveness of improvement
programs. The DET will visit the site and licensee's corporate offices during |

March and April 1993.
,

I

!

I

;

Contact:
William Recklay, PDIV-2
504-1314

1

a

S

- -
, ,- -



__ . _ . _ _ _ _ _ __ - _ _ . _ _ _ _ _ _ _ _ _ _ _ _. ..

l

l'

PM W D A .

PD 9t % l

| AD w l

DO w
DIRECTOR HIGHLfGMTS

1

PROJECT DIRECTORATE IV-2
.

: February 24. 1993

\ |

South Texas proieet. Units 1 and 1
i

South Texas Project, Unit 2 experienced a reactor trip on February 3.1993 as; a result of the loss of an operating main feedwater pum). As steam generator ''

level decreased, auxiliary feedwater was actuated but tse turbine driven !

auxiliary feedwater pump tripped on overspeed'. Several days prior to the
:Unit 2 trip, the licensee had discovered problems with the Unit I turbine

.
i

j driven auxiliary feedwater pump related to repeated trips on overspeed. i

{ Unit I shut down on February 4,1993 after being unable to resolve the turbine
i
i

! driven auxiliary feedwater pump problems within the Technical Specification's |
1 allowed outage time 72 hours).

performance of both u(nits' turbine driven auxiliary feedwater pumps, the NRCAs a result of the issues associated with thei

{ dispatched an Augmented Inspection Team (the AIT's public exit meeting wasj held on February 24). The licensee investigated the cause of the problems and
developed a correction plan for the repair and testing of the turbine driven:

j pumps. Problems identified included inadequate drainage of water from the
i steam supply lines and minimal operating margins below the overspeed trip.
i

During the Unit 1 outage, the licensee identified several motor-operated-:

! valves which had been over-torqued and decided to inspect the valves and
perform any necessary repairs. The Unit I motor operated valve repairs1

'

resulted in Unit 2 becoming the lead plant for restoration and testing of the,

turbine driven auxiliary feedwater pumps. The plan involved performing any!
i

necessary repairs on Unit 2, entering Mode 3 to perform confirmatory tests and __
| then shutting down to enter a refueling outage which had been scheduled for
i late February. The restart of Unit I and testing of its turbine driven

-

auxiliary feedwater pump was planned to follow shortly after the completion of4

i the Unit 2 testing. Several successful tests were performed on the Unit 2'

pump while the unit was in Mode 4 and Mode 3 was entered on February 22.
Turbine governor oscillations were experienced during the first runs of the

!
pump in Mode 3 and the licensee has decided to remove the governor from the

! Unit 1 pump turbine and install it on Unit 2. The schedules for entering the'

outage and restarting of Unit I have been delayed and a new schedule is being
.

.

developed.;
1

'

i
,

:
i

: Contact:
William Reckley.

504-1314.

i
,

i

$
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] March 3. 1993
;

) South Texas Proiect. Units 1 and 2

i Both units are currently in Mode 5. Repairs to the Unit I turbine driven
i auxiliary feedwater pump are ongoing. The unit is preparing to go to mid-loop

to repair leaking primary manways on two of the four steam generators. The
i licensee is evaluating the maintenance and operating histories of the other

two steam generators to determine whether they will require any maintenance. ' ',

j
The current restart estimate for Unit 1 is March 14. The licensee will make a;

presentation to the NRC addressing auxiliary feedwater pump corrective actions
print to restart.

Unit 2 completed repairs to the turbine driven auxiliary feedwater pump and
I successful tests were conducted on February 28 and March 1. The licenseei

considers their actions in response to the Region IV Confirmatory Action'

Letter.regarding the turbine driven auxiliary feedwater pump to be complete.
! Following completion of pump repairs, the unit entered its third refueling

,outage.;
,

1

i There will be two enforcement conferences in the Region IV office on March 8.
: One regards the entry of both units into technical specification 3.0.3 without
!

commencing timely plant shutdowns; the other concerns multiple examples of
i self-verification weaknesses during surveillance activities. A South Texas

Oversight Panel has been established to coordinate NRC inspection activities;

at the facility due to recent recurrent problems (including corrective action
deficiencies, personnel errors, and a high maintenance backlog). The panel

-

! will rneet in the Region IV office on March 9 to discuss plant status and
| ongoing inspection activities. The NRR Project Director will attend the

enforcement conferences and the oversight panel meeting.
.

i

,

!

|

Contact:
Bob Schaaf

i 504-1356 -

'
:

\
!
i

j
,

T
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! March 17. 1993
1

!,

| South Texas Pro 1ect

It has been announced that the current Houston Lighting & Power Nuclear Group
Vice President, Donald P. Hall, will be replaced by William T. Cottle. Mr.:

; Cottle had previously been employed by Entergy Inc. as Vice President -
Operations, Grand Gulf. Mr. Cottle will assume his new position at Houston,

i Lighting & Power on April 5, 1993. Mr. Hall will remain with Houston Lighting
& Power in a consultant capacity until his retirement in late 1993.

,

I South Texas Unit 1 is currently in a forced outage which began on February 4,
| 1993. The unit shutdown in accordance with Technical Specifications due to an
; inoperable turbine driven auxiliary feedwater pump. Other problems
: encountered during the forced outage include refurbishment of motor operated-

1 valve actuators which had been over torqued, repair of primary coolant leaks
| from steam generator manways, and inoperable toxic gas monitors. The licensee

is currently attempting to reduce the backlog of service requests for Unit 11

( equipment and has scheduled the unit's return to operation for early April
| 3993. Unit 2 tripped on February 3,1993 and, after resolution of concerns
i related to the operability of the turbine driven auxiliary feedwater pump but

not returning to operation, entered a scheduled refueling outage. An NRC'

j Diagnostic Evaluation Team is scheduled to review licensee programs in late
; Harch and April 1993.
!

|

:
)

i

!

! Contact:
' William Reckley

504-1314

'

,

O
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March 24. 1993

South Texas Proiect

Both South Texas Project units have remained shutdown since experiencing
problems with the turbine driven auxiliary feedwater pumps (TDAFWPs) in earlyFebruary 1993. Unit 2 completed repairs and testing of the TDAFWP but entered
a scheduled refueling outage without returning to power operation. Unit I has
experienced several additional problems which have delayed the unit's returnto operation. It was discovered that potentially excessive torque was applied
to several motor-operated valves and resolution required the inspection and

-

refurbisheent of the valves. An enforcement conference scheduled for
March 25, 1993 will deal, in part, with the licensee's engineering assessments
and corrective actions related to these valves. The licensee also observed
boron crystals on several steam generator manways which required the licensee
to reduce primary inventory in order to perform repairs. The repairs have
been corpleted and the reactor coolant system has been filled. A regional
reactive inspection was performed regarding the licensee's programs related to
boric acid leakage and several issues and deficiencies were identified. Thei

licensee is currently replacing the power supplies for the toxic gas monitors.
The toxic gas monitors have been unreliable and the licensee has identified
the power supplies as the most likely cause. In addition to the toxic gas
monitors, the licensee has decided to perform maintenance outages for each of
the three trains of safety equipment in order to reduce the backlog of service
requests. Restart of Unit 1 is currently planned to occur in mid-April. An
NRC sponsored public meeting will be held prior to the release of the licensee
frer a cor.firmatory action letter and subsequent restart of Unit 1.

-

.

i

|

|

Contact:
William Reckley, PDIV-2 '

504-1314
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March 30. 19H,

l-

South Texas Proieet !,

Unit I remains in Mode 5, Cold Shutdown, with restart scheduled for later in
April while Unit 2 is defueled as part of a scheduled refueling outage. The ,

NRC Diagnostic Evaluation Team began its onsite activities on March 29 i

1993.
An enforcement conference was held on March 25, 1993, to discuss an eve,nt
related to a motor which was left inoperable for an extended period which;

affected a valve required to change position during the transfer to hot leg
>

| recirculation. An investigation continues into the safety significance of'

undersized fuses which were installed in electrical distribution panels during
|

'

the initial plant design. A notice of enforcement discretion was issued on
!March 30, 1993, to allow closure of the Unit I reactor trip breakers. The

reactor trip breakers had been opened in accordance with the technical
specification associated with the digital rod position indication
system which had been declared inoperable in order to perform corre(DRPI)i

ctive j

reaint ent.nc e. Subsequent problems with the rod control system resulted in the
'.

inability to move certain control rods. Repair and troubleshooting of the rod'

control system required closure of the reactor trip breakers and resulted in
the request and approval of the enforcement discretion.;

! Contact:'

William Reckley, PDIV-2
; 504-2314

-
- - "

-

, -
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Aoril 13. 1993
)
)

South Texas Proiect

South Texas Unit I remains in Mode 5 in a forced outage which began on
February 4, 1993. The licensee is continuing to perform maintenance and
surveillance activities on the three trains of safety equipment. In addition,,

a review of fuse and breaker design requirements is continuing in response to
a discovery of an undersized fuse related to the solid state protection
system. An extensive test program related to the turbine driven auxiliary

i feedwater pump must also be completed prior to restart of the unit. A problem
; related to thermal binding of the control rod drive mechanisms (unable to

withdrawal four control rods) is expected to be resolved after the uniti

increases temperature and reduces stresses that are causing the movable
grippers to be stuck in place. The current schedule for restart of the unit

i is early May 1993. South Texas Unit 2 remains in a refueling outage and
activities are being delayed as resources are being dedicated to resolving'

Unit 3 issues.
i

An NRC Diagnostic Evaluation Team has completed two weeks of site activities
and will return for a third week from April 26-30, 1993. Discussions between,

the Regional Administrator and NRR Associate Director for Projects have led to
i the decision to enter NRC Manual Chapter 0350, " Staff Guidelines for Restarti

Approval." Regioral and NRR staff are currently defining the restart action
plan and defining other activities associated with the manual chapter. An

,

existing Region IV/NRR oversight panel for South Texas Project has assumed the
; responsibilities related to the manual chapter restart panel.

:

J

t

i

Contact:i

William Reckley -

! 504-1314,

;

!

1

*

m

... -



.- -. .- _ -- . - _ _ . . . _ . - . - . - - -

i

!

!

PM 'ADi( ',

i PD %
AD W
00 E_ !

DIRECTOR HIGHLIGHTS

PP03ECT DIRECTORATE IV-f
|

Acril 21. 19934

'

,

l

j South Texas Proiect Units 1 and 2

In November 1992, INPO placed the South Texas' Maintenance Program on
i

; probation. -

INPO policy is to review programs six months following probation,i howeve'
r in the case of South Texas they have decided to defer their appraisal'. until June (a one month delay).

the amount of activity that has occurred at the p)lant since November,Zack Pate (INPO made this decision based on
'

including two refueling outages and an NRC Diagnostic Team Inspection.
Although the assessment has been delayed, INPO does believe that Houston

;

j
Lighting and Power has made progress in improving its maintenance program.

i
i

i

i

1

|

!
:

.

_
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_

!

!

Contact:
William Reckley, PDIV-2

3 504-1314
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Anril 27.1991
.

South Texas Project

Dn April 22, 1993, an enforcement conference was held in the Region IV office,
between the NRC and Houston Light and Power, the licensee for South Texas
Project, Unit Nos. I and 2. The purpose of the enforcement conference was to
discuss apparent violations regarding the operability of the emergency diesel
generators and the auxiliary feedwater system (primarily the turbine driven
pump).

The Diagnostic Evaluation Team will complete its inspection on Friday,
April 30, 1993, at South Texas Project facility. An exit meeting is planned
for the morning of April 30. Region IV and NRR will be represented at this
meeting.

,

| Contact: L. Kokajko
t

504-1309

|
.

4

~

PRE-DECIMU@

-
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; Nav 4. 1993
,

1

1 i

| South Texas Proiect i

i

The Diagnostic Evaluation Team completed its onsite inspection activities on
Friday, April 30, 1993, at the South Texas Project facility. An informal exit :,

1 meeting was held on the morning of April 30. Region IV and NRA were;

represented at this meeting. While there were numerous findings discussed by
; the team leader, some of the more significant problems that cut across plant

!disciplines are in the following areas: 1 communications; 2) root cause !

4

! analysis; 3) resource management; 4) correc)tive actions; and 5) work control
~

; processes. Other findings that are related to these include excessive
overtime in the Operations and Maintenance disciplines, weaknesses in the; ,

'

management information systems, and weaknesses in the modification processes. I

;
On April 30, 1993, the licensee announced that Mr. J. Groth will replace Mr.

i W. Kinsey as Vice President, Nuclear Generation. Mr. W. Kinsey will take a
'

i new position within the organization entitled Vice President, Nuclear Support.
j These changes will take place June 1,1993.
-

'

! On May 5 and May 6,1993, the South Texas Project Dversight Panel will meet to
i discuss the recent DET findings and its implications in regard to Manual
i rhanter 0350 concerning restart. NRR and Region IV representatives are'

working closely to provide a comprehensive program to ensure all aspects ofrestart coverage are raviewed.
!

On May 6,1993, an enforcement conference will be held in the Region IV office:

i to discuss the inoperability of the solid state protection systep due to
j inappropriately sized fuses. NRR will attend this conference.
'
t

;
On May 12 and 13,1993, Houston Lighting and Power Company's Mr. D. Jordan,

i Chairman and CEO, and Mr. W. Cottle, Vice President, Nuclear, will visit with'

the EDO, the Commissioners and the Chairman. ~

.

:

!
'

t

i
; Contact: L. Kokajko
; 504-1309
!

!

i 1

i |
;

*
I
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May 11. 1993

I
South Texas Proiect j

i
On May 6,1993, an enforcement conference was held in the Region IV office to !discuss the inoperability of the solid state protection system due to '

inappropriately sized fuses. NRR attended this conference. After further
review, the staff has decided not to take escalated enforcement action since.

the apparent violation was not safety significant. The Region IV office is
still considering a less severe notice of violation.

On May 7, 1993, the Region IV office issued a supplement to the confirmatory
action letter, which was dated February 5,1993, as a result of the Restart
Panel meeting on May 5 and 6,1993. In this supplement, the staff has
requested additional information regarding the following items:

* the station problem report process;
I

* the service request backlog;

the post maintenance test program;*

*
outstanding design modifications, temporary modifications and,

other engineering backlog items (including operability reviews); l

I;

i !staffing in the operations department;* ''

!-
:

|* status of fire brigade leader training; I
,

|- *
status of fire protection computer system freliability andfunctionality);

*
management effectiveness in identifying, pursuing, and correcting

,

plant problems, including any plans for independent reviews; and,
!

*
the results of internal restart readiness reviews. I

1

|
'

,

; Contact: L. Kokajko
504-1309

:

|

|
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'
May 17. 1993

.

:
South Texas Project

,

,

| The Diagnostic Evaluation Team will provide a briefing regarding its findings-
and observations at South Texas Project to the Executive Director for'

Operations on May 27, 1993, at 3:30 p.m.,

The Diagnostic Evaluation Team will formally exit in a public meeting with the'
'

licensee on June 3,1993, at 8:30 a.m. at the South Texas Project facility.
;

! The licensee continues to work on hardware and software issues related to the
j forced outage on South Texas Project, Unit 1, and the refueling outage on Unit

2. Region IV and NRR are following licensee's progress.;

!

:
:

:

i
!

i
!

:
1

Contact: L. Kokajko-

j 504-1309
.

i
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May 25. 1993

South Texas Proiect

Mr. Thomas Saporito filed i petition pursuant to 10 CFR 2.206 requesting three
specific actions:

Institute a show cause proceeding pursuant to 10 CFR 2.202 to*

modify, suspend, or revoke the licensee's NRC operational licenses
authorizing the operation of the STP nuclear station;

,

Initiate appropriate actions to cause the immediate shut down of*

the two reactors at the STP nuclear station; and,

Take appropriate enforcement action in the form of issuance of*

civil penalties against the licensee and/or against licensee
management personnel at the STP nuclear station.

Houston Lighting & Power Company, the licensee for the South Texas Project,
has estimated that Unit I may be ready for restart by the end of May 1993.

1

Unit 2's restart schedule has been moved to August 1,1993. The licensee '

continues to work on hardware and software issues related to the forced outage
on South Texas Project, Unit 1, and the refueling outage on Unit 2. Region IV
and NRR continue to follow the licensee's progress.

! The Diagnostic Evaluation Team will formally exit in a public meeting with the
'

licensee on June 3,1993, at 8:30 a.m. at the South Texas Project facility.

| /.

Contact: L. Kokajko
504-1309

I
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June 1. 1993
i

I South Texas Proiect' Ii
'

Houston Lighting & Power Company, the licensee for the South Texas Project,j i

has advised the staff that it is ready for startup and has requested a pre-
startup inspection. (The inspection is the result of the confirmatory action
letter,assupplemented.) Currently, this inspection is not scheduled.,

; Region IV and NRR continue to follow the licensee's progress. 1

On June 1,1993, the licensee announced that Mr. Lawrence E. Martin will.

: assume the position of General Manager, Nuclear Assurance on June 21, 1993. |

Mr. Martin will be responsible for quality assurance, quality control and
! quality performance /SPEAKOUT program. His most recent employer was TVA, where
! he was the Senior Program Manager for the Vice President of Completion ;j Assurance. Previously, he was employed by the USNRC, Duke Power Company and
; General Dynamics.

! Additionally, the licensee announced that Mr. James J. Sheppard will assume'

the position of General Manager, Nuclear Licensing on July 6,1993. His most |

! recent employer was Sequoyah Fuels, where he was its President and CEO.
| Previously, he was employed by Carolina Power and Light Company as H. B.
- Robinson Nuclear Plant's General Manager.
i

i The Diagnostic Evaluation Team will formally exit in a public meeting with the '

i licensee on June 3,1993, at 8:30 a.m. at the South Texas Project facility.
! (A briefing was held on May 28, 1993, to inform the EDO on the status of the
| team's findings and observations.)
.
'

On May 28, 1993, two severity level III violations with civil penalties were
| assessed by the USNRC in regard to inspection, repair and operability issues'

associated with the turbine-driven auxiliary feedwater pump and the emergency
i diesel generators. The TDAFWP violations were assessed at $175K and the EDG! violations were assessed at $150K, for a total of $325K.
: .

i
'

Contact: L. Kokajko
504-1309

!
|

!
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4 June 9. 1993
|

South Texas Proiect. Units 1 and 2

The Diagnostic Evaluation Team formally reviewed its findings in a public,

i meeting with the licensee on June 3,1993, at the South Texas Project *

facility. At the meeting, representatives from the other co-owners:

licensees), the State of Texas, media (print and television) were pre (co-i
sent, as2 well as members of the general public. Region IV and NRR attended this

meeting.<

: i

I While there were numerous findings discussed by the team leader, some of the'

more significant problems (root causes) that cut across plant disciplines are:

; failure of management to provide adequate support;*
|

<

1

}
.

ineffective management direction and oversight; '*

failure to effectively utilize self-assessment and quality: *

oversight functions; and,,

4

i ineffective root cause/ corrective action process.*
,

'

Mr. Cottle, Group Vice President for Houston Lighting & Power Company, was -'

very supportive of the evaluation and expressed a commitment to correct.those
issues discussed by the Diagnostic Evaluation Team. Mr. Cottle agreed with;

the conclusions and observations of the team, although he thought the
" resource allocation and utilization" better defined one issue rather than the;

i team's version of inadequate resources and support. The licensee recently'~

announced that the former General Manager, Nuclear Licensing, Mr. W. Jump,
will be assigned as an assistant to the Group Vice President to resolve the,

Diagnostic Evaluation Team's findings and observation.
i
'

On June 9,1993, Houston Lighting & Power Company announced that Mr. T. - i
Cloninger has accepted the position of Vice President-Engineering at the South'

; Texas facility, effective June 28, 1993. Mr. Cloninger, who has experience at
Cygna and Entergy, replaces Mr. S. Rosen. Mr. Rosen will assume the newly

j created position of Vice President-Industry Relations on June 28, 1993.

Contact: L. Kokajko
504-1309

1

! I

. |
:
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June 15. 1993
1

South Texas Pro.iect. Units 1 and 2,

4

I On June 11, 1993, the Board of Directors for Houston Industries, Incorporated
i announced that Mr. R. Steve Letbetter will become the President and Chief

Operating Officer for Houston Lighting & Power Company, and will also become a
Vice President for Houston Industries, Incorporated, effective July 1,1993..

This change will not directly affect the South Texas Project. Group Vice.

| President, Nuclear, Mr. W. Cottle, will continue to report to Mr. Don D.
j Jordan, Chief Executive Officer and Chairman of the Board of Directors, on
'

satters relating to the operation of South Texas Project. This and various
other personnel changes are the result of a strategy planning effort that,

: identified opportunities best pursued through a new structure and personnel
| changes.

i On June 13, 1993, with all fuel removed from the reactor pressure vessel
! (since last February), Unit 2 experienced a loss of spent fuel pool cooling
i due to transfer of a 120 vac IE distribution panel to an alternate power
; supply for maintenance. After 13 hours, a reactor plant operator (non-

licensed) noticed higher than normal component cooling water pump discharge2

pressure during rounds. It was later determined that two common header
isolation valves for the component cooling water system closed during the.

! power surge during the transfer, causing system flow to be isolated from the
| non-safety loads, which in turn isolated flow to the spent fuel pool heat ;

exchangers. The spent fuel pool temperature rose 19 degrees F (from 99 1

degrees F to 118 degrees F). No technical specification limits were violated. l
,

: This was not a valid engineered safety features actuation and no alarm was '

; received in the control room as a result of the temperature increase (the pool ,
i temperature did not rise to setpoint of 154 degrees F). However, two control l; room indications for the two isolation valves closing should have been '

i detected. This event is indicative of poor operating practice
and rounds-keeping, insufficient design on common trouble alarm (shift turnoveri , no 1

! precautions in power transfer procedure). As a result, Mr. J. Groth, Vice ;
i President, Nuclear Generation, assembled a team to investigate the cause of I

the event, determine significance, and make recommendations,
j

-
,

i The South Texas Project Oversight Panel (Restart Panel) will meet in the !: Region IV office on June 16, 1993, at 0930 hours. The panel will discuss );

recent staff inspections, including the Diagnostic Evaluation Team findings
and follow-up activities, ongoing work at the site by the licensee, Manual,

l
. Chapter 0350 implementation status, and various administrative issues. NRR !| will provide representatives to this meeting.

! Contact: L. Kokajko
i 504-1309

!

l

e
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. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ____-_____

-

pg gi -

PD M L. -

AD Te
DD V

O
DIRECTOR HIGHLIGHTS

PROJECT DIRECTORATE IV-2

June 22. 1993

South Texas Proiect. Units 1 and 2

On June 17, 1993, the National Nuclear Accrediting Board removed the South
Texas Projects maintenance training programs (instrumentation &' control,
electrical and mechanical) from probationary status. The board found that the
licensee had made considerable progress in effectively implementing its
accredited training programs.

Mr. D. Sykora has been named the new President and Chief Operating Officer for
.

Houston Industries, reporting directly to Mr. D. Jordan, Chief Executive '

Officer and Chairman of the Board of Directors, effective July 1, 1993.

| Contact: L. Kokajko
j 504-1309

i

I
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; July 20. 1993

:
.

South Texas Proiect. Units 1 and 24

: On July 16, 1993, a public meeting was held at the South Texas Project i

facility to review the licensee's progress in resolving current issues and to |
provide the NRC and the public with continuing information regarding l

i plant performance. This is the first in a series of meetings to be held !"

approximately once per month. Region IV and NRR representatives attended this |
meeting.

1 This meeting was held to discuss the licensee's approach to analyzing and
1 prioritizing problems noted in the Diagnostic Evaluation Team's report and

other self assessments. An overview of the recent management and
organizational changes and the South Texas Project Business Plan was'

presented. Various initiatives in operations, maintenance, engineering, and,

1 the corrective action program were presented and discussed. Some of the more
significant items mentioned were the maintenance backlog reduction, hirin
training of additional operators (both non-license and license classes), g and

;

increasing the number of non-licensed operators on shift, ' moving from 5-shift4

i rotation to 6-shift rotation, improving work control process, and establishing
| an Operations Work Control Group.

Florence K. Mangan shall assume the position of General Manager, Plant
! Services, effective August 2,1993. In this position, she will be responsible

for the departments of Information Resources, Project Controls and Budgeting,,

Plant Projects and Support, Records Management and Administration, andi

Planning and Assessment. Previously, she held the position of Director, Plant;

Projects and Support at Entergy's Grand Gulf Nuclear Station, where she was
responsible for plant modifications and construction, project management, site.

business services, information/ telecommunications systems, and emergency
preparedness.

Contact: L. Kokajko
504-1309

!

!
'

.
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JULY 28. 1993
4

,

I
l

i 50lfTH TEXAS PROJECT '

l1

1 The City of Austin, Texas, which owns 15% of South Texas Project, Units 1 and
2, is funding an investigation into safety and management problems at the i

i

plant. The City of Austin has sued Houston Lighting & Power (the manager of,

1

South Texas Project) lant.in the past for mismanagement and has been trying to sellits interest in the p The recent financial and management problems i

;! revealed by the Diagnostic Evaluation Team have caused concern on the part of
Austin City Council members. The investigation is expected to look at recent

j issues as well as allegations that were made in 1987 during plant
; construction. These allegations of construction deficiencies and harassment
1 and intimidation issues were investigated by the Government Accountability
j Project (GAP) which compiled a list of 700 allegations and presented them to

the NRC. An NRC special inspection narrowed the list to 213 safety-related4

: allegations and found that all problems had been corrected by the time the NRC
; completed its investigation. The NRC concluded that the GAP allegations

contained no substantive safety issues that would warrant delay in issuance ofi

! a full power license and sumarized its findings in NUREG-1306, 'NRC Safety
i Significant Assessment Team Report on Allegations Related to the South Texas
i Project, Units 1 and 2". The GAP has stated that it considered the NRC's

investigation superficial and was not happy with the team's findings. CONREX,
-

the contractor hired by the city of Austin, has hired Edna Ottney to head the3

| current investigation. Ms. Ottney is the consultant who headed the original
| GAP investigation in 1987. The NRC has received one allegation recently
; requesting the NRC to reinvestigate specific allegations that were closed in
j 1987 and that the alleger feels were not adequately reviewed. The NRC denied
' the request, stating that the conclusions set forth in NUREG-1306 are still
i valid.
:

!
!
. >

CONTACT:
'

Donna Skay
t 504-1322

|
i

;

i

a

|:

__ _.
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Auaust 2. 19934

I

i South Texas Proiect Units 1 and 2

i The Nuclear Generation Management Team at South Texas Project announced a
significant nuclear generation reorganization on July 30, 1993, which is

i designed to focus on operations and maintenance activities and improve
| communications and individual " ownership" of the plant.

! Essentially, a Plant Manager will be assigned to each unit, with three
j subordinate managers reporting directly to the Plant Manager. The subordinate
j managers will be the Manager, Plant Operations; Manager, Maintenance; and,
i Mar.ager, Work Control. Currently, South Texas Project employs only one Plant
{ Manager for both units.
;

i Additionally, each line (craft) employee will be assigned to a particular
! unit. Support functions will be moved to the Operations Support, Maintenance
' Support, and Technical Services Departments, which report directly to the Vice

President, Nuclear Generation. The current crew leader and supervisor.

positions in Maintenance will be combined into a single supervisory level.,

'

Two supervisors will be assigned to each crew. This will allow a supervisor
to alternate weeks between work preparation and work performance, allowing-

i supervisors to spend significant time in the field,

i Implementation of these changes is scheduled for the week of August 30, 1993,
with the top managers selected first in order to facilitate selecting
candidates for other lower positions..

|

|

k

j

]
i

.

!

Contact: L. Kokajko,

504-1309,

I

1

4
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! Auaust 11. 1993

j South Texas Proinct. Units 1 and 2

i The licensee has placed Unit 1 in mode 4 and is in the process of proceeding ,

to mode 3. This action is required in order to complete the extensive testing !

(and make any necessary repairs and perfom retesting) of the auxiliary.

feedwater (AFW) pump turbine, which had experienced considerable problems,

earlier this year. However, the licensee has experienced a variety of mode 3
i restraints; e.g. erratic electronic control problem on a steam generator power

4

|
! operated relief valve, motor actuator failure on an injection valve

been repaired and is undergoing MOVATS testing), containment airlock (which hasi problems,
; and an administrative restraint due to a documentation review as a result of
i IN 93-55, " Potential Problems with Main Steam Line Break Analysis for Main

Steam Vaults / Tunnels." The current plan is to correct all problems and enter
j mode 3 later today.
t

Assuming the AFW testing is completed in a timely and satisfactory manner, the ;

. licensee plans to defuel Unit I and perform a steam generator inspection 1

i sometime in September. Unit 2 is already defueled and the steam generator
j inspection will occur after Unit 1 is completed (in October).

; The licensee has made a preliminary response to the Diagnostic Evaluation Team i
: Report in a letter to Mr. Taylor, EDO, on August 5, 1993. The licensee will i

provide a more detailed response to the team's finding by issuing anda

! 1mplementing an extensive Business Plan, which will cover plant initiatives
! and improvements, action plans to implement the initiatives and improvements,

including the means to sustain them, and necessary resource allocations. (The
'

Business Plan approach was taken by Palo Verde.) Additionally, the licensee.

! is addressing related issues arising out of the Confirmatory Action Letter, as
supplemented, and operational readiness issues (e.g., maintenance backlog,*

! engineering tasks and work load).
:

! The governmental representatives of the City of Austin, co-owner of South
i Texas Project, has requested that Mr. J. Milhoan, Regional Administrator for
i Region IV, give a briefing on the status of the facility. Although the date
: has not been determined, it may occur on September 9, 1993. A public meeting
: at the site is scheduled on September 8,1993, to discuss the licensee's ;'

responses to the Diagnostic Evaluation Team Report and operational readiness
; at the facility.

.
4

; Contact: L. Kokajko
j 504-1309
;

. 1

.

I
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Auoust 16. 1993 |

i
i

i South Texas Project. Units 1 and 2
3

ij While Unit 1 was in hot standby (mode 3) to perform testing on the turbine-
i driven auxiliary feedwater (AFW) pump, the licensee observed problems on the
i *D" sain feedwater isolation valve (MFIV) bypass valve. The licensee
i determined that this occurred as a result of the "D" steam generator main
| feedwater check valve leaking through, causing excessive pressure (> 847 psid

on the 3-inch MFIV bypass valve (overcoming the closure springs on the valve )e

; to maintain the valve closed).
4

| As a result, the licensee declared the MFIV bypass valves inoperable, entered
! Technical Specification 3.D.3, and ultimately placed the unit in cold shutdown'

(mode 5). The licensee is communicating with the vendor (Valtek
the industry (through Notepad) since this issue may have generic ), and with,

applicability.

The licensee was able to satisfactorily complete a portion of the turbine-
driven auxiliary feedwater pump testing program while in mode 3. Although the

j extensive test program was not fully completed, the licensee decided to defuel
; Unit 1 and prepare for steam generator inspection, rather than attempt to

correct the valve problem and return to mode 3 to complete the testing. Also,:

! the licensee has decided to inspect the steam generators for Unit 2 prior to
i Unit 1, and is currently preparing for the inspection on Unit 2.
-
,

:
i

i
i

i

i
!

{

i
.

'

Contact: L. Kokajko
y 504-1309
!
|

(

f

:
: .

! .
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Auaust 18. 1993
!

: South Texas Proiect. Units 1 and 2
'

On August 18, 1993, Houston Lighting & Power Company announced management
changes at the South Texas Project, which are in agreement with the licensee's

: stated goal of July 30, 1993, to split the organization by unit. This planned
| reorganization was designed to better focus on operations and maintenance, and
| to improve communications. (Note that some of the following individuals are
i new hires from outside the organization.)
.

4

Unit 1: Lew W. Myers, Plant Manager
Kenny J. Christian, Manager, Operation:i

1

J. Randy Fast, Manager, Maintenance
i

Unit 2: Gary L. Parkey, Plant Manager (previous manager STP 1/2),

| W. M. " Bill" Dowdy, Manager, Operations
'

Ken Coates, Manager, Maintenance (from Nine Mile Point)

! Support: W. Tom Waddell, Manager, Operations Support
?

Tom E. Underwood, Manager, Maintenance Support
: Dave Daniels, Administrator, Corrective Action Group (from ANO)
{ Kevin Richards, Manager, Outage (acting)
! Howard W. Bergendahl, Manager, Technical Services (unchanged)
| R. L. " Dick" Balcom, Manager, Security (unchanged)
,

| The licensee will be announcing other management changes later in August, and
should have its management team fully in place by then.

,

4

! Contact: L. Kokajko
504-1309

i

.

f

.

4
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Auaust 26. 1993

South Texas Pro.iect. Units 1 and 2j ,

i i
' Both units are currently in Mode 6, Refueling.

! Unit 1 is in the process of defueling in preparation for steam generator
inspections. The reactor vessel head was removed on Sunday, August 22. Two
fuel assemblies were off-loaded before refueling activities were suspended due

.

to a malfunction with the logic cards in the refueling machine. The machine
! was put into manual and refueling activities have been delayed until the cause
{ of the problem is determined. )
i'

Unit 2 is defueled and the licensee is currently performing eddy current i

1

: testing on all four steam generators. The licensee plans on completing Unit 2
'

i inspections on August 29.
l'

;

4

Contact:
,

Suzie Wittenberg
! 504-1366

:
1
;

,

;

!

4
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Auaust 31. 1993

:

South Texas Project. Units 1 and 2
; !

On August 28, 1993, Houston Lighting & Power Company submitted its Operational;

Readiness Plan for the South Texas Project units in a letter to the Executive
! Director for Operations. This plan describes: (1) the specific actions being
i taken prior to the resumption of power operation to improve hardware, programs
1 and personnel performance; (2) the process and criteria by which licensee
: mansgement will assess readiness to resume power operations; and (3) the
j method that will be utiliged during startup and power ascension to assure safe

and reliable return to service. Issues that require continuing action beyond4

I the time of resumption of power operation will be addressed in the South Texas
| Project Business Plan, which has not yet been submitted.
4

: The Operational Readiness Plan and the Business Plan will address the issues
! in the NRC's confirmatory action letter, as supplemented, and the Diagnostic
] Evaluation Team's observations and findings. The Operational Readiness Plan
: and the Business Plan will be discussed at a public meeting held at the site
i on September 8, 1993. Region IV and NRR personnel will attend this meeting.
3 Additionally, the NRC's South Texas Project Restart Panel, composed of Region
i IV and NRR personnel, will meet prior to the public meeting to discuss the

licensee's actions to date. The Restart Panel will also discuss the restart.

I checklist (regulatory actions) for the units.

Unit I status: Unit 1 personnel began removing fuel assemblies from the
i reactor vessel, but encountered problems with a logic card on the fuel
{ handling equipment. The licensee is investigating and repairing the
: equipment. Plant personnel have removed 27 of the 193 fuel assemblies from
j the reactor vessel to the spent fuel pool in preparation for steam generator
|

inspection. Work on train A systems and components is continuing.

! Unit 2 status: Unit 2 personnel are inspecting the steam generators. Plant
i personnel have decided to plug and stabilize two tubes in steam generator A
| and steam generator D. In general, the steam generator inspection has gone
i well.

|
Contact: L. Kokajko

; 504-1309
,

!

,

i

l
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Sootember 1. 1993 !

South Texas Pro.iect. Units 1 and 2<

1

On August 31, 1993, Houston Lighting & Power Company announced additional
!

management changes that are the result of its plan to have dedicated unit .

management for each of the South Texas Project units. Moreover, the licensee II has stated that the original schedule to implement the new organizational'
changes has now been delayed until mid-September (from the end of August).

|

; The new management changes are:

| Unit 1 Manager, Work Control John M. Gruber
:

Unit 1 Division Manager, IAC Michael P. Murray

Unit 2 Manager, Work Control Kevin D. Richards,
,

; 1

) Unit 2 Division Manager, 1&C James D. Ledgerwood
1

1

|

! Contact: L. Kokajko
] 504-1309
.
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i Sootember 8. 1993
!
]

j South Texas Pro.iect. Units 1 and 2

i

j Unit I completed offloading of the core on September 6,1993. The offloading
had been delayed since late August by problems encountered with the fuel1

! handling machine. The repairs to the fuel handling equipment involved
j extensive troubleshooting efforts and the replacement of various electronic
. and mechanical components. Licensee personnel are performing preparations for
| eddy current testing of the Unit I steam generator tubes.

Unit 2 remains defueled following completion of steam generator inspections.
One hundred percent of the steam generator tubes were inspected using a bobbin,

'

coil probe and selected tubes were also inspected using a motorized rotating
pancake coil probe. Several additional steam generator tubes were plugged due

g to the detected eddy current indications. The licensee is continuing with
; various maintenance and surveillance activities,

i
'

A meeting of the NRC oversight panel for South Texas Project was held on
! September 8,1993 at the plant site and was immediately followed by a public
| meeting with the licensee. The public meeting was held to discuss the

licensee's Operational Readiness Plan and Business Plan. These plans were:

: formulated in response to the NRC's confirmatory action letter and concerns
identified by an NRC Diagnostic Evaluation. These meetings were attended by

'

Region IV personnel, including John Montgomery, Deputy Regional Administrator,
i and NRR representatives Jack Roe, DRPW Division Director, and Lawrence
| Kokajko, Project Manager.
!

!

! Contact: W. Reckley
; 504-1314

-

.

|
:

!
I

a

i

|
. ___



. - . - . - -- . . --. _. . _ . - _ - . - _ _ __

. .
7

I

i PM - |

PD % |AD E ,
j 00 W

bDIRECTOR HIGHLIGHTS
;

; PROJECT DIRECTORATE IV-2 1

j Sentember 14. 1993 |
!

i

South Texas Project. Units 1 and 2
.

A public meeting was held on September 8, 1993, between Houston Lighting & !
! Power Company and NRC's Region IV and NRR to discuss the licensee's approach
i to operational readiness. Media representatives were present. It appears

that the approach to restart and resolution of long-term issues is acceptable' I
'

! thus far, and the licensee has made some strides in resolving complex j
| managerial and technical issues. 1

! !

j The licensee will implement the " unitization" approach to its organization j
toaay (September 14). All plant personnel are assigned to one unit for all,

! work activities on that unit in order to increase communication, instill
; ownership, and lessen work-related errors.
:

i Steam generator eddy current testing and inspections on South Texas Project,
; Unit I steam generators will commence this week, perhaps as early as
i September 15. Inspections on Unit 2 steam generators are complete.

Finally, Chairman Selin cancelled his scheduled September 15, 1993, visit to l
the South Texas Project due to other business-related schedule conflicts.

|

i Contact: L. Kokajko
| 504-1309 )

|

!

| l

! |
i i
t |

|
!

!
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Sentenber 21. 1993

) South Texas Proiect. Units 1 and 2

; On September 20, 1993, Mr. John Groth, Houston Lighting & IPower Company's Vice |

President, Nuclear Generation at the South Texas Project, and his consultant,
1

i Mr. Don Davis of PRISM Consulting, Inc., visited the Executive Director for
j Dperations to discuss the status of the South Texas Project. They also met

i

' i
j with Division of Reactor Projects III/IV/V, NRR, management. j
?

i On September 20, 1993, a public hearing was held in Bay City, Texas, to hear
i from the general public/ plant personnel on issues pertaining to whistleblower
i activities at the facility. Approximately 20 people spoke at the meeting and
! only one negative coment was made. On Septem>er 21,1993, the licensee had a
i chance to make a presentation in a public forum. These meetings are the first

of four public meetings being conducted as a part of the reassessment of NRC'sJ

program for protecting whistleblowers.,

,

'

last week, the licensee decided to organizationally move the Corrective Action {
Group from the Nuclear Generation (0perations) Department to the Nuclear '

,

; Assurance Department, which is responsible for the quality assurance
activities at South Texas Project. The Corrective Action Group, which had
been primarily responsible for root cause analysis, will provide more:

! cvarsight and assistance functions under this organizational change. Inherent
in this change, the general line organizations will be responsible for

'

j completing more of the corrective actions within their area of responsibility.

Tinally, the licensee has decided to pull 3 tubes from the Unit I staan *

;; generators after eddy current inspection has been completed. While
; degradation is not suspected, these tubes will be evaluated to establish
! baseline data for future use.
;

|

!

j Contact: L. Kokajko
504-1309

:

i

r

;

,

_ .___
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:
$ September 30. 1993
i

f !South Texas Pro.iect. Units 1 and 2 '

:

! Unit 1 is currently defueled. The licensee is continuing to perform eddy
i current testing of steam generator tubes. With inspection of three of four
{ steam generators completed, two tubes have been found with indications which
i meet the plugging criteria. Licensee evaluation of the test data is

continuing. Testing of steam generator D is about 75% complete. Twenty extra
! tubes in steam generator C were chosen for ultrasonic testing. On
i

September 23, 1993, the licensee provided an event notification report
(50.72), because they found a tube (#36-69) in steam generator A with 100%;

i thru wall indication. During the reevaluation of bobbin coil addy current
data (sr. tube inspection in 1985), it was determined that the phase angle;

! indicF.ed a 59% weld defect in the tube. The defect was not reported or
i removed from service as required by TS 4.4.5. The tube will be plugged prior
i to the unit restart.
\

t

Unit 2 is also defueled. After identification of a trend related to
'

; inadequate handling of clearance orders, maintenance activities were halted
! for several hours on September 22, 1993 for management discussions with
j maintenance personnel. Work was resumed following the counselling sessions.
!

!

! Contact:
| Suzie Wittenberg

504-13664

,

1

11

: !

$

.

|

|
1 (

'

!
i

:
'

!
i
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, October 6. 1993
!
!

I South Texas Proiect. Units 1 and 2
i

A public meeting was held in the Region IV office on October 5,1993, to'

; discuss operational readiness and restart issues at the South Texas Project
i facility. Licensee management and representatives from Region IV and NRR were
j present. In general, the restart issues identified by the licensee were
j similar to those identified by the staff. The licensee stated that the
i Business Plan, which will specifically address the Diagnostic Evaluation Team

Report, will be issued on October 15. The licensee presented information
regarding resolution of open items (managerial, engineering, operations, -

;

i maintenance), the self-assessment process, the independent assessment process,
| and the schedule for return to service. The licensee hopes to enter mode 4 on
i December 9, and achieve criticality on December 14. The next public meeting
|

1s tentatively scheduled for October 29 at the South Texas Project.

i The South Texas Project Restart Panel met after the public meeting to review
i the current status of the facility and discuss upcoming inspections.
| Specifically, an inspection of the licensee's SPEAK 0UT Program is planned in
1 October, and the Operational Readiness Assessment Team is scheduled for
i November. Additionally,.a draft South Texas Project Restart Action Plan,
| which delineates Manual Chapter 0350 items and specific licensee issues, was
| discussed. The next meeting is tentatively scheduled for October 28.
.

| The licensee has pulled 2 of the 3 steam generator tubes from the unit I steam
! generators. The licensee expects to pull the third tube today. The steam
j generator inspections have gone well.
i

| |

!

| Contact: L. Kokajko
504-1309

,i

.

k

i

>

|
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j October 26. 1993

| South Texas Pro _1ect. Units 1 and 2
1

] Unit l's core reload is now tentatively scheduled to begin on October 29,
; 1993. The train "C" outage has started on Unit 1. Maintenance activities are
i continuing on both units.
!
! On October 22, 1993, Unit I experienced an overflow while filling the reactor
i coolant system. The magnetic site glass stuck, indicating a water level far
i below the actual level, causing the overflow event. This was discovered by a
j health physicist who noticed water on the floor. This overflow resulted in
; approximately 2 inches of water (2000 gallons) in the cavity. The event was

terminated upon discovery of the overflow condition. An event review team was
i formed to investigate the event and has tentatively determined that there were
i several problems. Those problems diagnosed thus far are: calculation used

was in error; magnetic sightglass problem (stuck); less than adequate decision
to use only one indication in the core defueled configuration; operator.

training on instrument indication; and communication between control room
;

j operator and plant operator. I

i

! On Detober 25, 1993, Unit I experienced a small decrease in spent fuel pool'
level (approximately 1.5 inches) due to a procedural error. When moving water

| from the recycle holdup tank to the refueling water storage tank, a valve
l lineup was incorrectly performed when several critical valves which needed to
; be aligned in a specific sequence were inadvertently not sequenced properly.

This caused water to be transferred from the spent fuel pool to the recycle'

; holdup tank. Plant operators noticed the water level decrease and promptly
; terminated the water transfer. All work activities regarding this equipment

were terminated. The licensee is investigating the event to determine all'

i possible causes and corrective actions.
:

} The South Texas Project Restart Action Plan, a comprehensive document for use
; by the NRC's South Texas Restart Panet in accordance with NRC Manual Chapter
; 0350, was approved on October 25, 1993. This document outlines those

activities necessary for restart of the South Texas units. In regard to
: restart activities, the licensee has decided to have an independent
; operational readiness assessment of its recent plant improvement programs.
! This will enable the licensee to obtain a third-party assessment (from outside
.; nuclear utility personnel) of its strengths and weaknesses prior to restart.

,

1

Contact: L. Kokajko
504-1309

'
|

'
1
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November 2. 1993 )
i

South Texas Pro.iect. Units 1 and 2 |

Unit I core reload was delayed until November 17, 1993, due to the need to :

complete additional motor operated valve (MOV) inspections prior to fuel
reload. Previous MOV inspections were determined to be not as thorough as
once thought, as noted by numerous, albeit minor, quality problems. This led
to the determination that re-inspection (and possible corrective action) was
necessary. The train "C" outage will be completed prior to Unit I fuel
reload. Maintenance activities are continuing on both units. ;

Effective November 1,1993, Henry H. Butterworth, will assume the position of
Unit 1 Operations Manager. Mr. Butterworth has a Bachelor's de

,

Engineering and has previous experience at the Vogtle station. gree in NuclearKen Christian,
j the former Operations Manager, will assume the position of Director, Nuclear
; Generation Projects. This position, considered a developmental assignment,
; reports directly to John Groth, Vice President, Nuclear Generation.
1

! A meeting will be held on November 8-10, 1993, concerning the licensee's
activities associated with NRC Bulletin 88-08 (Thermal Stresses in Piping

; Connected to the Reactor Coolant System) at the Westinghouse facilities in
i Pittsburgh, PA. In essence, the licensee maintains that its analysis of

piping stresses indicate that it is not necessary to continually monitor and
evaluate thermal stresses on piping connected to the reactor coolant system.
The NRC staff has hired a contractor to assist in this review.

,

)'

!
.

3 .e

:

!

l
1

i

,

;

i

:

,

i

, - - - - - - - - - - - - - _ . - _ - - - - - - - - - _ - - - - - - - _ _ - _ .



__ _ __ _ _ _ _ _ _ __ .. .. . _ _ _ _ _ _ _ _

j
-

.

:
i

PM @ .

j PD e
J AD r_1

DO V -
1 0
i DIRECTOR HIGHLIGHTS
<

) PROJECT DIRECTORATE IV-2

j November 30. 1993
.

,

j South Texas Project. Units 1 and 2

) On November 21, 1993, the licensee completed the core reload evolution
(mode 6, refueling) on South Texas Project, Unit 1. The licensee entered mode!

3 5 (cold shutdown) on November 25, 1993. The train 'C' outage was completed on
! November 28, 1993, and a mini-outage was entered on train "A" to complete
i modifications to the essential chilled water system to accommodate low heat
! load conditions. Additionally, the new system walk-down program at South
j Texas appears to be working effectively as indicated by a discovery of non-
i obvious discrepancies on one of the emergency diesel generators.

; Maintenance activities on South Texas Project, Unit 2 are continuing. The
| train "A" outage is still in progress.

1 Due to human performance problems, all M0 VATS activities have been suspended
| on both units. On November 23, 1993, the licensee found that a work crew

consisting of both licensee and MOVATS personnel was performing repairs on a li

{ safety injection system motor-operated valve with the component energized. |

i The work crew was supposed to be working on a containment spray system motor-
; operated valve which had been tagged out and de-energized. The plant manager i

ordered that all work on motor-operated valves cease, and ordered ani

j investigation of the event. Several other problems with the equipment
clearance program have been identified. Plant management has discussed this
problem with MOVATS and disciplinary action is under consideration. A new

,

procedure for equipment clearance has been prepared, and training is ongoing '

on the new procedure. Although it is not certain that the new equipment;

! clearance procedure will address all the issues involved in this recent event,
'
,

: the new procedure is considered an improvement. Region IV is monitoring the
| licensee's investigation and corrective actions.
i
| 1

Contact: L. Kokajko'

504-1309
1

*

|
,

|

,

i

| . . . -
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| December 7. 1993
,

i South Texas Project. Units 1 and 2
i

i South Texas Project Unit 1 is in Mode 5 and South Texas Project Unit 2 is
: defueled. Maintenance activities on South Texas Project, Units I and 2 are'

continuing.
,

J The NRC Operational Readiness Assessment Team started the first week of
inspection on December 6, 1993. Prior to this, the licensee completed an
independent self-assessment (known as the Operational Readiness Oversighti

Team), which consisted of 21 man-days of plant observations, interviews, and.

! document reviews. The licensee concluded that management practices, in-plant
i operations, resources, equipment and processes are improving and will support
; a late-January 1994 start-up. However, the licensee determined that the

. corrective action program and operating experience review program should
: receive immediate attention. Another self-assessment period is scheduled for

,

: mid-December. i

:
i*

A public meeting was held on December 2,1993, at the South Texas Project !'

facility to discuss the current plant status and efforts thus far to improve I
performance. The licensee's presentation covered such topics as operations I

'

and maintenance, engineering, safety assessment, operational readiness and the !; start-up schedule. Additionally, the licensee discussed backlog reduction of
station problem reports, service requests, engineering analyses and otheri

'

related issues. The licensee announced that Mr. Frank Timins has become the
Director, Nuclear Security, and Mr. Robert Massey has become the Manager,

-

Generation Support. News media representatives were present..

Vendor test data from the steam generator tubes which were pulled for.

diagnostic purposes in September suggests there are circumferential cracks at
j the tube sheet region elevation. This information is very preliminary. A
1 telecon to discuss this topic will be scheduled as soon as the licensee'

obtains all the information. The staff is considering holding a public '

'

meeting (in headquarters) during January to discuss this issue.
.

'
Contact: L. Kokajko

504-1309
,

<

i
!

|

i
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December 15. 1993,

;

| |

; South Texas Proiect. Units 1 and 2
1

The NRC Operational Readiness Assessment Team completed its first week of4

inspection on December 10, 1993. In general, the team expressed concerns with,

! the post maintenance test program, the configuration management program, and
the corrective action program. While the licensee has also identified these

! areas for correction, the team believed that more could have been done to-date
I and has expressed a tentative concern about restart readiness in January. NRR
i will send a " quick look" letter to the licensee on these topics in the near!

future to highlight potential restart problems, which will be preceded by a
i telephone discussion with the Group Vice President, Nuclear, Mr. W. Cottle.

Currently, the team plans to continue the inspection at the site in January.
1

A telephone conversation was held between the licensee, Region IV and NRR on
December 13, 1993, to discuss the status of the four steam generator tubes
that were pulled after the recent inspection. (The inspection consisted of;

:
100% bobbin coil and 21% sample MRPC. Four tubes, which had been previously

! characterized using the MRpC, were pulled, cut into sections and tested for
i burst strength. The licensee did this to esttblish a baseline for future
i inspection and repair activities.) The licensee had not identified any new or

unique failure mechanism and appeared to be aggressively pursuing the actual;

j and potential ramifications of the findings and tube burst data. Essentially,
the licensee still exceeds Regulatory Guide 1.121 limits on burst strength andI

! .is taking steps to ensure safe operation. For example, the licensee intends
! to modify leakage and steam generator tube rupture procedures, modify
| administrative controls for detected leakage lower than the Technical

Specifications), provide additional classroom (and simulator training for-

;
operators on potential events, make enhancements to the chemistry program, and

i install a Nitrogen-16 monitor to provide early detection of leakage.; Additionally, the licensee has submitted a fuel upgrade Technical
i Specification amendment to lower the T-hot temperature, which is currently

under staff review, and plans to submit an amendment for tube sleeving in the
i
'

future. The staff was impressed with the licensee's discussion and commended
j the licensee for its proactive work.

An EBASCO contract employee suffered a massive heart attack within the,

i protected area on the evening of December 13, 1993, and was transported to
j Matagorda County Hospital. The individual died at the hospital.
'
' Contact: L. Kokajko
; 504-1309
4

i

'
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December 21. 1993

South Texas Proiect. Units 1 and 2

Mr. Mike Meyer has been named Assistant to the Vice President for Nuclear
Engineering, effective December 14, 1993. Mr. Meyer recently was the Manager,
Site Business Services at Entergy's Grand Gulf Nuclear Station.

The " quick look" letter, designed to inform the licensee's upper management of
issues identified during the first week of inspection by the Operational
Readiness Assessment Team, was issued on December 16, 1993. The licensee will
contact the staff in the near future to confirm readiness for the inspection's
second phase and its plans to address the issues discussed in the letter.

; Contact: L. Kokajko
504-13094

i

l

|
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January 5. 1994

South Texas Project. Units 1 and 2

A public meeting will be held at the South Texas Project facility on
Friday, January 7, 1994, to discuss the status of the licensee's operational
readiness for the restart of Unit 1.

The NRC's Operational Readiness Assessment Team will arrive on-site on
Wednesday, January 12, 1994, to begin the second portion of the operational
readiness inspection. The licensee's own independent assessment indicates
that the plant will be ready to restart in January 1994.

Contact: L. Kokajko
504-1309

|
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January 11. 1994

:

South Texas Pro.iect. Units 1 and 2

A public meeting was held at the South Texas Project facility on Friday,
January 7,1994, to discuss the status of the licensee's operational readiness
for the restart of Unit 1. The licensee presented information regarding the I
operations and maintenance areas, engineering accomplishments, operational i
readiness status, the quality assurance assessment programs and the
independent assessment program, and the tentative startup schedule.
Approximately six members of the Green Peace Organization attended the
meeting. Representatives of the print and broadcast media were also present.
The licensee anticipates entry into mode 4 as early as January 19, 1994.

The NRC's Operational Readiness Assessment Team will arrive on-site on
i

Wednesday, January 12, 1994, to begin the second portion of the operational |
readiness inspection.

i 4

i-

Contact: L. Kokajko
; 504-1309

i
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January 18. 1994

South Texas Proiect. Units 1 and 2'
,

The NRC's Operational Readiness Assessment Team began the second portion of
the operational readiness inspection on January 12. At this time, there are
no significant issues or concerns identified, although the team is following
previously identified issues.

Enforcement discretion was granted by Region IV (with NRR concurrence) on
January 15, to enable the licensee to complete post maintenance testing on the
digital rod position indication system. The system had to be re-energized to
test the system, but could not be energized unless it was operable. The
licensee will submit a technical specification change (similar to the new
Westinghouse STS 3.0.5) to preclude future items such as this.

Two recent occurrences of equipment clearance problems arose. One instance i
involved an electrician being shocked, although the electrician suffered no
adverse health effects. The electrician began work (cleaning and inspecting)
on a motor control center which had power from an old temporary modification.
Although the temporary modification was noted, it was not indicated on the
clearance form. Additionally, the clearance tag was not in view of the
electrician and the electrician did not fully prepare (adequate observation).

for the job action. All bus work has been suspended pending further
jinvestigation.4

t

1

The second instance involved a technical specification violation due to an Iinadvertent boration flow-path during surveillance testing. A valve, which |
was designated closed (on paper), was in fact open, causing seal injection '

flow to increase. The operators secured all testing and reported this to the ;
i staff.

l

Finally, the PRA-based technical specification changes for the South Texas !
Project are in parallel concurrence with DSSA, OTSB and OGC. The goal is to I
issue the amendments prior to the restart of Unit 1. The status of this
action will be reported in this manner until the amendments are issued.

i

1

1

Contact: L. Kokajko
|

504-1309 ;

|
|

|
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; January 25. 1994
I

i South Texas Proiect. Units I and 2 )
.

1
'

The NRC's Operational Readiness Assessment Team (0 RAT) held an exit meeting on
January 21, 1994, at the facility. In general, the OR/T did not find any
issue significant enough to become a restart issue, altbough the team did ,

,

I; identify deficiencies and made observations for improvements. Some areas
requiring continuing improvement are: configuration management program; 1

correction action program, including station problem report program trending |

and analysis; technical specification interpretation issues; and, 10 CFR 50.59
screening process modification. The ORAT noticed that the post maintenance

: testing program had improved. The team also identified good control room;

operations and personnel qualifications, good morale and attitude which was
supportive of plant management, increased plant ownership by the working level jstaff, and good material condition of the plant. The licensee comitted toi

'

various actions, some of which are: the implementation of a configuration
management action plan; modification of station problem report trending and
analysis; reduction of technical specification interpretations; modification;

i of 10 CFR 50.59 screening process, including training; and improvements to ,

'

!
operational and maintenance procedures. Media representatives were present.

|!
.

Licensee management issued a stop-work order on January 22, 1994, due to;
~

motor-operated valve work errors that led to a burned-up motor. The licensee
augmented its configuration management action plan to assist in resumption ofi the site activities due to this event. The impact to the restart schedule is

! unknown, although the licensee will advise the staff of its readiness in a ;
!

'
letter on January 28. This letter will inform the staff of the actions taken '

to address the confirmatory action letter, as supplemented, and its readiness
ito resume plant operation. The licensee may be able to achieve mode 4 (hot

-
'

i shutdown) by January 28, and may be able to support a public meeting on
| February 3, with a startup scheduled between February 4 and February 7.

However, these dates are speculative at this time. 1

Finally, the PRA-based technical specification changes for the South Texas !
;

Project are in parallel concurrence with DSSA, 0TSB and 0GC. As of January
! 25, DSSA and OTSB have concurred on the package. 0GC has indicated some

concerns with the package, but these are being worked out. The goal is to
1

issue the amendments prior to the restart of Unit 1. The status of this-; action will be reported in this manner until the amendments are issued.
.

|4

|

1 Contact: L. Kokajko
504-1309,

i
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June 1. 1994

i

South Texas Proiect. Units 1 and 2.

:

Unit 1 Status: Unit 1 is currently operating at 100 percent power.

Unit 2 Status: Unit 2 is currently at 47 percent power. The licensee,

synchronized to the grid on May 29, 1994, satisfactorily completed turbine
trip testing, and returned to the grid on May 30, 1994. The licensee is
performing various instrument calibrations and adjustments, flux mapping, and
a secondary calorimetric. The licensee will hold at this power level for the
next 72 hours to complete an internally-mandated " management readiness
review." NRC staff members are currently providing 24-hour shift coverage.

. GAO has contacted the staff and requested various documents related to the
2 inspection history at South Texas Project, including documents related to the

1993 DET report and recent restart activities. An entrance meeting between
the staff and the GA0 auditors was held on Thursday, May 26, 1994. At the
meeting, the NRC inspection programs and processes were discussed, and
specific questions related to South Texas Project were raised.

Contact: L. Kokajko
; 504-1309
.
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February 9. 1994
{

i i

| SOUTH TEXAS PROJECT. UNITS 1 AND 2
I

,

Status of Unit 1 Restart
<

The licensee advised the staff of its readiness to resume plant operation in a
letter dated January 29, 1994. This letter stated that it has taken the; actions necessary to address the issues identified in the confirmatory action'

letter, as supplemented. The licensee completed the necessary work activities
on Unit I which allowed entry into mode 4 (hot shutdown) on February 6,1994,,

and entry into mode 4 (hot standby) on February 9,1994.

Due to emerging technical issues, the licensee requested on February'4 that
the public meeting originally planned for February 8 be rescheduled fori

} February 14. Assuming all activities go as expected, the licensee expects to ,

'

enter mode 2 (startup) on February 15 or 16.
'

!: However, certain issues could significantly impact the public meeting and the |
{ restart of Unit 1. For example:

j

Final mode 3 testing of the turbine-driven auxiliary feedwater pump
.i!

|

remains to be completed, and unanticipated problems could significantlyj
'

delay the restart of the unit. Although previous system testing and
regional inspections indicate that the system should perform well, an

'initial unplanned test on February 9 was not successful. !
,

'

; As noted in the quick look letter of January 27, 1994, the Operational
! Readiness Assessment Team identified three items which must be completed
; prior to restart. These items were committed to by the licensee. The

staff (resident inspector) review has yet to be completed for 2 of the 3
4 items. The most significant item involved enhancements to the

configuration management program.

A startup feedwater pump seal failure, which may have caused some
bearing damage, will require pump seal replacement, at a minimum. This1

job is expected to be completed on Wednesday, February 9.
i

,

$

$
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February 16. 1994

South Texas Pro.iect. Units 1 and 2

On February 14, 1994, a public meeting was held at Houston Lighting & Power
Company's South Texas Project facility. At this meeting, the licensee
discussed its actions in regard to the confirmatory action letter, as
supplemented, and its readiness to restart. On February 15, 1994, the Region
IV Regional Administrator approved lifting the confirmatory action letter.

On February 14, 1994, the licensee tested a modification to the rod control
system that had been installed in response to Generic Letter 93-04. During
testing, an irregularity was identified that caused a bank of rods to move
inward rather than remain stationary as expected. As a result of discussions
with NRR and Region ]V, the licensee decided to remove the modification and
continue with normal startup procedures.

The licensee plans to enter mode 2 (startup) on February 17, 1994.

!
Contact: L. Kokajko

1

504-1309
i

*
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1

PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE PNO-IV-94-004

This preliminary notification constitutes EARLY notice of events of POSSIBLE.

safety or public interest significance. The information is as initially
received without verification or evaluation, and is basically all that is,

known by the Region IV staff on this date.

Facility'

Licensee Emeroency Classification
Houston Lighting & Power Co. Notification of Unusual Eventi South Texas 1 Alert'

Wadsworth, Texas Site Area Emergency
Dockets: 50-498 General Emergency

; X Not Applicable

Subject: LIFTING OF CONFIRMATORY ACTION LETTER AT SOUTH TEXAS PROJECT,
UNIT 1 '

! l

On February 15, 1994, after receiving a positive recommendation from the
: South Texas Project (STP) Restart Panel and other members of the Staff,

|the Regional Administrator lifted the Confirmatory Action Letter (CAL)
for STP, Unit 1. The CAL, initially issued on February 5,1993, and |4

I

supplemented on May 7 and October 15, 1993, had required STP to brief the
'

NRC on the results of their efforts to correct hardware and programmatic
deficiencies at STP. This briefing, which was open to public observation,

=

i was conducted at the STP facility on February 14,1994. The Regional'

Administrator's decision was communicated to the licensee in a letter
dated February 15, 1994, and stated that the licensee may proceed, in

i accordance with the facility's license, with the restart of Unit 1.
,

The licensee is currently conducting control rod testing. Following the,

j satisfactory completion of that testing and completing other required
' prestartup checks, the licensee plans to start up the unit late on
: February 16, 1994. The STP resident inspector staff has been augmented

with inspectors from the regional office and other Region IV sites andi

commenced 24-hour observation of control room activities on February 15,
1994. This augmented inspection effort is planned to be maintained,

through the unit's restart and power ascension.:

The state of Texas will be informed.-

| This information has been confirmed with a licensee representative.
:

Contact: M. A. SATORIUS
(817)860-8141

1
: I

|
*

h
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